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ORIGINAL COMMUNICATIONS. 


REMARKS ON RHEUMATIC AND GOUTY AFFECTIONS OF THE 
THROAT. 


BY PATRICK WATSON WILLIAMS, M.D., LOND., ETC. 


Physician (Out-Patients) in charge of Throat Department, Royal Infirmary, Bristol; 
Physician to Clifton College, and to the Deaf and Dumb Institute, Bristol. 


In general medical practice it is the common affections which oc- 
cupy most of our attention and only too often tax the patience and 
resources of the practitioner. The rheumatic character of some com- 
mon throat affections are becoming more generally recognized, but 
in very many instances the rheumatic affections of the throat are im- 
perfectly understood, while the gouty throat complaints are still more 
frequently unrecognized. More recent experience has convinced me 
of my own shortcomings in the past in diagnosing and treating these 
really common complaints, and the necessity of duly appreciating the 
relative importance of these throat affections having come before me, 


I venture to hope that these brief notes may be of some service to 
others. 


RHEUMATIC AFFECTIONS OF THE THROAT. 

As regards rheumatic affections of the throat, I may say that 
I have been unable to observe any characteristic features, and I 
think that this will at once account for the frequency with which the 
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true nature of these affections remain unrecognized. In this connec- 
tion I would quote from a recent communication, jointly, by Sir Felix 
Semon and myself: ‘‘The causes of rheumatic affections of the 
throat differ in no respect from those of rheumatic affections occur- 
ring in other parts of the body; nor can it be said that there are any 
distinguishing characteristics of rheumatic pharyngitis, tonsillitis or 
laryngitis. The very intimate pathological connection between acute 
lacunar tonsillitis, peritonsillitis and acute rheumatism is now widely 
recognized ; but it is important to remember that a large proportion 
both of acute and chronic pharyngitis and laryngitis are of rheumatic 
origin, for success in their treatment will very much depend on a 
correct diagnosis. Pain, stiffness and inflammation of the fauces very 
frequently precede an attack of acute rheumatism, and either subside 
or are disregarded when the acute joint symptoms are manifested. 


FIGuRE 1. 


In other cases the throat symptoms persist for days or weeks without 
further development, and not seldom recur regularly whenever the 
patient is exposed to cold or damp.’’* 

In the more acute cases of rheumatic pharyngitis, the soft palate, 
especially toward the free margin, the pillars of the fauces, the tonsils 
and posterior pharyngeal wall will be found somewhat swollen and 
heightened in color, and in some cases the uvula is edematous and 
distinctly swollen. The large majority of cases of acute follicular 
tonsillitis are rheumatic. The other lymphoid tissue aggregations in 
the throat at the base of the tongue and in the naso-pharynx are very 
frequently similarly implicated and they may be the seat of acute in- 
flammation when neighboring parts have escaped. De Havilland 
Hall} remarks that he has seen several cases where the pharyngeal 
tonsil has been affected independently of the faucial tonsils, and the 
pain and suffering the patient has experienced have been greater 
than is usual in ordinary tonsillitis. He believes that in some of the 
cases the rheumatic poison is the cause of the complaint. 


*Clifford Allbritt’s System of Medicine, Vol. iv. 
+Lettsonian Lectures, 1897. 
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Personally I have never seen ulcerations in the pharynx which I 
have recognized as rheumatic in origin, but Freudenthal} states that 
he has repeatedly seen benign ulcerations of the pharynx during re- 
cent years, which he is unable to interpret in any other way, except 
that they are due to rheumatism. The cases he relates from his own 
practice were associated with rheumatic symptoms and the ulcers 
healed rapidly under anti-rheumatic drugs. 

Freudenthal refers to similar cases observed by Thorner and 
Heryng, and to another case of Westbrook’s, where extensive ulcer- 
ations of the pharynx took place, due to rheumatism. He further 
remarks that in Heryng’s cases and his own ‘*we have always an 
ulcer which was one-sided, solitary, and which remained solitary, too. 
It had a typical form and size, appeared under the picture of acatar- 
rhal angina, and healed without leaving a cicatrix. * * * Re- 
garding the seat of these ulcers, I do not think we are as yet justified 
in speaking of certain parts which are predisposed to them. Heryng, 


FIGURE 2. 


whose so-called benign ulcerations of the pharynx I now accept as of 
rheumatic origin, found them at the anterior pillars; I saw them in 
four out of five cases on the pharyngeal wall, while Thorner con- 
siders the posterior pillars of the fauces (one case of Freudenthal’s), 
the root of the tongue, etc., as the places mostly predisposed to 
rheumatic attacks.’’ Freudenthal’s patients who were treated with 
salol were cured in three to six days. 

Laryngeal affections of rheumatic origin may be easily recognized 
as such where associated with general symptoms of rheumatism or with 
rheumatic pharyngitis and tonsillitis. But if occurring independently 
it is very easy to misinterpret their true nature, and often enough a 
correct diagnosis is possible only by excluding all other causes. The 
laryngoscopic appearance of rheumatic laryngitis is, as I have already 
remarked, neither characteristic nor peculiar, but is merely that of 
simple laryngitis. 

But it appears to have a tendency to affect the crico-arytenoid 
joints. Swelling may or may not be apparent, but if the joints are 


tNew York Medical Kecord, February 16, 1898; p. 195. 
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implicated, the movements of the corresponding vocal cords are im- 
paired, and more or less persistent fixation of the vocal cords is liable 
to result. Doubtless some of the so-called rheumatic paralyses of the 
vocal cords are really due tocrico-arytenoid ankylosis from rheumatic 
arthritis. Nevertheless, it seems impossible to account for other 
cases of true vocal cord paralysis except by rheumatism, and I cer- 
tainly believe that rheumatic inflammation may rarely directly attack 
the intrinsic muscles of the larynx and peripheral nerves. De Havil- 
land Hall, however, states ‘‘that he cannot give adhesion to the view 
that the muscles of the larynx may be affected with rheumatism to give 
rise to impaired movement of the vocal cord. In any case, the diag- 
nosis of rheumatic paralysis of the vocal cord should never be made 
until all other possible organic causes of the paralysis have been ex- 
cluded, and undoubtedly such cases of rheumatic paralysis are only 
very rarely encountered. Often enough the on/y physical evidence 
of a thoracic aneurysm is paresis or paralysis of one vocal cord, and 
a similar laryngeal condition may be due to an enlarged gland in the 
posterior mediastinum, tuberculous thickening of the pleura of the 
apex of the right lung, cancer of cesophagus, etc., etc., and the re- . 
collection of these and numerous other possible causes of laryngeal 
paralysis should make us very guarded in aiming at a diagnosis of 
rheumatic laryngeal paralysis, lest we overlook some grave organic 
lesion which would completely alter the prognosis and call for very 
different treatment. 

While in our present state of knowledge it would serve no useful 
purpose to discuss here the evidence in favor of any particular mi- 
crobes being the ‘‘materies morbi,’’ there is now little room for 
doubt that true rheumatic affections are directly due to the introduc- 
tion of one or more micro-organisms into the body, generally by in- 
halation, and thus we can readily understand that the pharynx and 
larynx should frequently suffer first and often bear the brunt of the 
infection. 

‘‘We speak of rheumatic angina just the same way as we speak, 
for example, of a scarlatinous angina. We may, with Fiedler, con- 
sider the rheumatic angina as the first effect of the virus, which was 
inhaled with the air and caught in the tonsils or neighborhood.’’ 
(Freudenthal.) 

Other infectious diseases, such as diphtheria and septic affections, 
are, in these respects, analogous to rheumatism, the primary seat and 
subsequent development depending, in all probability, upon acci- 
dental breaches of the protecting surface through which the patho- 
genetic micro-organisms gain entrance and develop the various 
characteristic clinical conditions associated with these diseases. 
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GOUTY AFFECTIONS OF THE THROAT. 

Common as rheumatic affections of the throat are, still more fre- 
quently do we encounter gouty disease of the throat. This is proba- 
bly in part due to the fact that* gout is a more chronic disease than 
rheumatism. Again, many of the slighter rheumatic affections un- 
dergo spontaneous cure, and the more acute are either regarded as a 
distinct disease, e. g., tonsillitis, or are merged in polyarticular acute 
rheumatism, while, on the other hand, gout is a constitutional diathesis, 
and the symptoms persist. Moreover, the throat is very often af- 
fected when no definite evidence of gout is present. 

The throat affections of gout may assume the acute or chronic 
form. 

Acute gouty pharyngitis and tonsillitis are usually accompanied by 
much pain, especially severe on swallowing, the act of deglutition 
being productive of fairly sharp pain, radiating to the ears. It is 
interesting and instructive to note that Morell Mackenzie observed a 
patient who was suffering from acute pharyngitis, when the symp- 
toms suddenly disappeared, and an acute attack of gout developed in 
his great toe of his right foot, but after three days the gouty inflam- 
mation of the toe disappeared and acute hyperemia of the pharynx 
supervened. 

In acute gouty pharyngitis, or laryngitis, the parts affected are 
acutely inflamed and bright red, the pharynx presenting a gorged, 
congested, glazed appearance. The inflammation, as a rule, is strik- 
ingly patchy in aspect. The uvula is sometimes much congested and 
swollen, or even edematous. The tonsils do not suppurate, but the 
intense redness and soreness, as has been remarked above, may yield 
suddenly to an acute articular attack. The gouty pharynx is usually 
excessively irritable, and in several cases I have been quite unable to 
get a view of the larynx, even the most cautious and gentle attempts 
at laryngoscopy setting up such violent retching that I have been 
compelled to desist, despite the application of cocaine solution. 
Chronic disease of the pharynx generally results in considerable 
thickening of the lateral walls; indeed such bilateral thickening, 
with a sense of uneasiness or pain of a darting character and 
shooting up to the ears, is strongly indicative of gout, and careful 
inquiry in the family and personal history should be made, while 
any evidence of the gouty diathesis in the general condition of the 
patient should be sought for. I recall the case of a clergyman who 
came to me suffering, from a painful sore throat and loss of voice. 
The fauces were intensely injected, there was thickening of the lateral 
walls of the pharynx, and he complained of severe pain, especially on 
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swallowing; the larynx, too, was much congested and the voice al- 
most inaudible. There was no history of gout or rheumatism to be 
obtained, but he had an indefinite, somewhat painful, swelling about 
one elbow-joint, and this, taken in conjunction with the fairly 
characteristic aspect of the pharynx and larynx, led me to diagnose 
gout, a diagnosis that was confirmed by rapid improvement of the 
patient under appropriate treatment. 

Very rarely urate of soda deposits have been observed in the 
pharynx; thus Duckworth, in his treatise on gout, cites de Mussy’s 
case of granular pharyngitis, in which small masses, consisting of 
carbonate and urate of soda, were discharged several times daily 
from the mucous follicles. 

Chronic or sub-acute gouty laryngitis is usually attended with con- 
stant, irritating cough, and, in many cases, with pain, sometimes con- 
siderable, referred to the laryngo-tracheal region, and some external 
tenderness. Small quantities of sticky mucus may be hawked up, 
and occasionally the expectoration is streaked with blood. More or 
less hoarseness is usual, and in well-marked or persistent gouty laryn- 
gitis the voice may be quite lost. 

Objectively the vocal cords will be found brightly injected; in 
slighter cases the hyperemia is patchy; in the more severe, the red- 
ness of the cords is completely diffused, and the thickening, with ir- 
regularity of the margins, may be sufficient to produce aphonia. 
The ventricular bands and inter-arytenoid folds are usually similarly 
affected. Small tophi have been observed on a vocal cord and in 
the crico-arytenoid joint, though such conditions are exceedingly 
rare, In at least two cases gouty deposits in the laryngeal mucous 
membrane have been diagnosed as cancer, and the local redness and 
growth-like thickening, accompanied by considerable pain, might 
readily be mistaken for malignant disease by even skilled observers, 
without careful enquiry into concomitant symptoms. Thus Morell 
Mackenzie met with a case of gouty inflammation, producing fung- 
ous ulcerations of the left ventricular band, resembling cancer so 
strongly, objectively as well as in the subjective symptoms, that he 
suspected it to be cancer, and discussed the possible necessity 
for a radical operation. This patient got perfectly well under treat- 
ment for gout, but the candid statement by one of Mackenzie’s ex- 
perience shows how difficult it may be to arrive at a correct diagnosis. 

Laryngeal spasm is sometimes due to gouty states. I have met 
with a patient, a physician, in whom, whenever he was at all indis- 
creet, or other than most careful in his diet, he got dyspeptic and 
gouty, and in the middle of the night, during sleep, he would get a 
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laryngeal spasm which made him spring out of bed in an agony. 
Prof. Clifford Allbritt* has also recorded a precisely similar case. 


TREATMENT. 


I propose to add but a few words on the subject of treatment, 
for, when rheumatism or gout has been correctly diagnosed as the 
pathological’ cause of a throat complaint, the treatment is usually a 
comparatively simple matter. No constant local applications, dis- 
agreeable to the patient and tedious to the practitioner, and which ob- 
jective appearances may have suggested, are called for, and reliance 
on any local measures can only end in failure and disappointment. A 
sedative spray or pastil may be prescribed with advantage, to relieve 
local discomfort or irritability, pending the beneficial result of appro- 
priate general treatment, which it is unnecessary and out of place 
to discuss at any length here. Salol, salicin, or the salicylates will 
probably suggest themselves in rheumatic affections, while col- 
chicum and its preparations, iodide of potash, Vichy water, Ems water, 
together with a suitable dietary and suitable hygienic surroundings, 
will rarely fail to relieve the gouty. 


*Allbritt’s System. Vol. IV., p. 750. 


Holocaine in Oto-Laryngology. 


According to Dr. Coosemans, holocaine offers several advantages 
over cocaine; it is less expensive, less bitter, does not produce nausea 
or contractile sensations, or cerebral excitation; does not contract the 
blood vessels, and never produces toxic symptoms. (Revue Hebd. 
de Laryng., d’ Otol. and Rhin., December 18, 1897.) 

Holocaine forms unalterable solutions, which are antiseptic, and, 
therefore, do not require sterilization. It should be used in the 
strength of one per cent. 

(The comparatively small extent to which the new local anesthetics 
have been employed should prevent us from making unguarded state- 
ments as to their non-toxic character. The non-contractile effect of 
holocaine, as of eucaine, is a serious impediment to its application 
for nasal surgery, in which the contractile effects of cocaine, by en- 
larging the field, is secondary in importance only to its anesthetic 
effects. ) SCHEPPEGRELL. 
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ANOTHER CONSERVATIVE OPERATION FOR THE REMOVAL 
OF NASAL SYNECHIA. 


BY J. A. ELLEGOOD, M.D., WILMINGTON, DEL. 


In the January number of THe Laryncoscorr, Dr. W. Schep- 
pegrell describes a method of removing nasal synechia at one sitting, 
by means of the cold-wire snare. About four years ago a somewhat 
similar method was adopted by the writer for removing a synechia 
that had resisted various other methods of treatment. Since that 
time two other cases were presented for treatment and yielded to the 
method finally adopted in the first. 

Case 1. C. R., aged twenty-four, consulted the writer in the 
spring of 1894, on account of obstruction to nasal respiration. Ex- 
amination revealed a synostosis in the left side of the nose, extend- 
ing from the inferior turbinate to the septum, at about the junction 
of the middle and posterior thirds. This bridge was about one- 
fourth of an inch in its vertical diameter, and apparently a little more 
antero-posteriorly. There was a free space above and below. It 
was evidently of congenital origin, as the nose had never been sub- 
jected to surgical treatment. An exostosis, resembling those that 
occur in the external auditory canal, existed in the floor of the right 
side of the nose at a corresponding point. Both the synostosis and 
the exostosis were removed by means of drills run by an electric 
motor, and the space between the raw surfaces of the left side packed 
lightly with iodoform gauze. The packing was renewed every day 
or two until it became so irritating that its use was discontinued. As 
no other foreign body would be tolerated the two surfaces became 
united, forming a membranous adhesion. This was subsequently 
removed by means of the knife, and the surfaces cauterized with 
trichloracetic acid, but with the same unsuccessful result. It occurred 
to the writer that the removal of the synechia might be accomplished 
by encircling it with a silver wire, gradually tightened at short inter- 
vals, until it cut its way through in the same manner that warts and 
pedunculated tumors are sometimes removed from the skin. Ac- 
cordingly, after cocainizing the part, a No. 27 silver wire was pushed 
through a small silk urethral catheter, the distal end of which had 
been cut off obliquely. The wire was pushed through until it ex- 
tended beyond the cut end of the catheter, when about an inch of the 
end of the wire was made to curl upon itself by being drawn between 
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the forefinger and the edge of the thumb-nail, as a hair may be made 
to curl by the same means, the surface next the nail becoming slightly 
flattened. The protruding end of the wire was then withdrawn until 
it came in opposition with the beveled edge of the catheter. The 
latter was introduced from above until just past the synechia, when 
the wire was pushed forward. The end of the wire then lay on the 
floor of the nose beneath the synechia. It was grasped with a pair 
of forceps and pulled out as the wire was fed through the catheter. 
The superfluous wire being cut off, the two ends were grasped with 
a pair of artery forceps and twisted sufficiently to cut off the circula- 
tion without cutting into the tissues. After the use of cocaine, two 
or three turns were made every day or two, until at the end of a week 
the wire had separated the adhesion, leaving but a tiny point of 
broken surface as the result of the last two or three twists. The parts 
were dusted with aristol, and cocainized vaseline applied frequently 
by the patient, to keep the surfaces apart for a few hours, after which 
healing was complete. The surfaces have ever since remained well 
apart. 

Case 2. Miss S., aged thirty-five, consulted me in October, 1895, 
on account of a broad synechia of the right side of the nose. It had 
resulted from application of the electric cautery for the reduction of 
an hypertrophied inferior turbinate. Its removal was promptly 
effected in one week by the use of silver wire, applied as in Case 1. 
Since that time there has been no return, and she has had no discom- 
fort whatever. 

Case 3. G.M., aged twenty-one, applied for treatment of an ex- 
tensive synechia of the right side of the nose, extending fully two 
inches in length. The septum had a marked convexity to the right 
and a decided spur on the same side, to which the inferior turbinate 
was attached as far back as could be seen by anterior rhinoscopy. 
This synechia was also caused by the galvano-cautery. Mindful of 
the fact, to which attention was first called by Dr. T. R. French, of 
Brooklyn,* that cut surfaces in the septum will become adherent to 
scar-tissue on the turbinates, made by the galvano-cautery at some 
previous time, it was decided to first remove the septal spur before 
using the wire. The membranous adhesion was cut away from its 
attachment to the turbinate, and the spur with the adherent mem- 
brane removed by a saw. No attempt was made to prevent forma- 
tion of the adhesion, which speedily occurred. 

Six weeks later, after several unsuccessful attempts to encircle the 
synechia with a wire, in the manner adopted in cases 1 and 2, the 


*New York Medical Jcurnal, No. 835, 1894. 
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following method proved successful: A long wire was pushed in a 
small catheter, the end of which had not been cut off. The catheter 
was introduced above the synechia and pushed onward until it ap- 
peared in the pharynx. It was then grasped by a pair of forceps and 
brought, with the wire, out at the mouth; then it was carried, with- 
out the wire, beneath the synechia until it again appeared in the 
pharynx. The end was brought sufficiently forward to allow the 
‘wire to be attached. The catheter was then withdrawn from the 
nose, bringing the wire on the under surface of the synechia. The 
superfluous wire being cut off, the ends were twisted, as in the other 
cases. In ten days it had cut its way through, leaving both surfaces 
covered with epithelium. In all three cases the retraction of the tis- 
sues after operation was very marked, leaving no evidence that a 
synechia had ever existed. In no case did the wire appear to occa- 
sion any irritation or discomfort. While these adhesions are often 
caused by the unskillful use of cutting instruments and chemical cau- 
teries, the galvano-cautery is undoubtedly the most frequent source 
of this sequel to operative procedures in the nose. Unless some 
special precaution is taken to protect the opposite side of the nostril, 
it is often difficult to effectively apply the galvano-cautery in this 
region without causing a synechia. Lenox Brown claims that the 
ivory blades of his nasal speculum reduce the danger to a minimum. 
Stoerk, of Vienna, uses a speculum, through which cold water cir- 
culates during the operation. Unfortunately, these instruments can- 
not be introduced far enough into the nose to afford much protection 
to the deeper parts. Seisst has recommended the use of a strip of 
Bristol board to protect the septum. The writer has for several years 
used strips of asbestos paper for the same purpose. Being soft it 
produces no injury or discomfort, readily adapts itself to the surface 
against which it is applied, can be thoroughly sterilized by a flame 
before using, and is a good non-conductor of heat. 


+Burnett’s System of Diseases of the Ear, Nose and Throat. Vol. I. 


AN OPERATION FOR CORRECTING DEFORMITIES OF THE 
NASAL SEPTUM. 


BY LEONARD KEPLINGER, M.D., WAXAHACHIE, TEX. 


Of late a great deal has been written on the subject of nasal ob- 
struction, due either to a deflected septum or to spurs growing from 
the septum, projecting into the nasal cavity. And various operations 
have been suggested and accurately described for the relief of this 
condition. This, of itself, is adequate proof that the results ob- 
tained in this particular branch of nasal surgery is by no means al- 
ways gratifying, either to operator or patient. 

It must be admitted by all that each case is a law unto itself, and 
no one method can always be adopted in operating in the nasal 
cavity. But we can adhere to the rule, in generai surgery, and it is 
here that I wish to apply that rule in making an effort to obtain union 
by first intention, which is next to impossible by the methods of 
operating now generally employed, especially where it is necessary 
to remove a part of the septum. And following these methods of 
operating, the result has almost invariably, in my practice, been a de- 
lay in healing of the cut surface, and in some instances it has been a 
slow and tedious process, so much so that where patients were un- 
able to remain under my immediate care but for a few days I have 
declined to operate. 

We all know it is almost impossible to keep a wound in the nasal 
cavity aseptic any length of time, and this can only be done at all by 
packing the cavity with some antiseptic material. This the patient 
soon rebels against, and the dressing has to be removed and the 
wound treated as an open wound. Hence, it becomes our duty to 
make an effort to obtain union by first intention. This, I think, can 
nearly always be accomplished when the operation is done as directed 
in the two following cases which I report as illustrations: ~ 

Case 1. R.B., age thirty-five, farmer, gives the following history : 
At the age of nine he fell from a horse and fractured his nose ; was at- 
tended by family physician; made a rapid recovery without any per- 
ceptible deformity; respiration was never quite free on the right 
side; has gradually grown worse, and for the past five years has been 
wholly unable to breathe through his right nostril; has been treated 
by several physicians without relief; ‘complains of his throat and . 
thinks he has catarrh. : 
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On examination, I found his right nasal cavity completely closed 
by the septum, which was greatly thickened and deviated to the right. 
It was lying in contact with the inferior turbinated body, which pre- 
sented a sodden appearance, completely obstructing respiration on 
that side. The nasal cavity was larger than normal on the left side 
and respiration free. The pharynx presented a granular appearance. 
The nasal cavity was sprayed with Dobell’s solution. I then 
wiped out the cavity with small pledgets of cotton, wound around an 
applicator. This was repeated until the nasal cavity was thoroughly 
cleansed. I then applied a four per cent solution of cocaine to the 
mucous membrane of the septum and turbinated bodies. A plug of 
antiseptic cotton was next introduced into the nasal cavity beyond the 
seat of the intended operation, to prevent any secretion from 
flowing over the field of operation, and the blood from flowing 
into the pharynx, thereby delaying the operation, by the patient ex- 
pectorating blood. The surface to be operated on was again 
cleansed, and five minims of a four per cent solution of cocaine was 
injected beneath the mucous membrane over the structure to be re- 
moved. I then bound a towel around the face, letting it come over 
the mouth and up to the nose, thus preventing the blood from flow- 
ing into the mouth. A horizontal incision, three-fourths of an inch 
in length, was then made through the mucous membrane, over the 
most prominent part of the septum, with a small Beer’s cataract 
knife. The edges of the wound were grasped with a pair of straight 
iridectomy forceps, and the mucous membrane dissected from the un- 
derlying structure, both above and below, some little distance beyond 
the point which I desired to remove. This was done to prevent the 
soft parts from being injured by thesaw. The wound was next sepa- 
rated, as wide as possible, with a pair of forceps. I then introduced a 
small Bosworth saw beneath the denuded surface, with the cutting 
edge up, and removed a large piece of the protruding septum (about 
one-half inch in length). The saw did not communicate with the left 
nasal cavity, thus leaving a thin portion of the septum to separate 
the two nasal cavities. Hemorrhage was only moderate and readily 
arrested by hot water and compression. The edges of the mucous 
membrane were brought together and retained by three interrupted 
sutures of thin silk. 

In closing these wounds in the nasal cavity we only have a very 
limited space to work in, and it can only be done with a short curved 
needle, held in a slender needle-holder, beginning at the posterior ex- 
tremity of the wound, passing the needle through the upper flap 
from above downward, then grasping the needle near the point and 
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pulling it through; then catch up the lower flap of the mucous mem- 
brane with a pair of iridectomy forceps and pass the needle through, 
as in the above; grasp the needle again on the other side and pull it 
through, then tie as in any other wound, This is continued until a 
sufficient number of sutures have been introduced to close the wound, 
which will generally take from one to three. The posterior plug is 
now removed, the whole surface thoroughly cleansed, and the cavity 
lightly packed with small strips of iodoform gauze. This was 
changed daily until the third day when it was entirely removed. 
Union had taken place by first intention and the sutures were re- 
moved on the fourth day. Patient discharged one week after oper- 
ation, wound thoroughly healed, respiration free. 

Case 2. H.C., age twenty-four, lawyer, no history of traumatism ; 
general health good; catarrh for past four years. 

On examination I found a bony projection from the nasal septum, 
almost filling up the left nasal cavity, coming in contact with the in- 
ferior turbinated body. There was no depression on the opposite 
side. I at once determined to operate. After preparing the parts, 
as in case 1, I made an incision over the bony projection and dis- 
sected up the mucous membrane from over the part to be removed. 
Applied the Bosworth saw as in the above case. Hemorrhage was 
soon arrested and the wound closed. The technique of this differed 
in nowise from case 1. The dressing was changed daily until the 
third day. It was then discontinued and the stitches removed. 
Union had taken place by first intention, and the patient was dis- 
charged, with free respiratory tract on operated side. 

The main point in the above operation to which I desire to call at- 
tention is the comparatively short time it takes the wound to keal. 
These cases can always be discharged in from three to seven days, 
and it is rarely necessary for the patient to carry out any further treat- 
ment. This cannot be said of any operation in which the mucous 
membrane hgs been destroyed over a considerable surface, as must 
necessarily follow an operation on the nasal septum, as it is done by 
the usual method of operating. However, I do not claim that my 
method can be adopted in all cases, neither do I expect it to succeed 
all previous methods of operating, but I do believe that it can be 
employed in the majority of cases, and that a careful comparison 
with the usual methods of operating on the nasal septum will com- 
mend it. The technique is simple and can be carried out by anyone 
accustomed to operating in the nasal cavity. In conclusion, I would 
add that I have only followed the principles of general surgery to get 
union by first intention, and in no way do I claim to be original. 
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FACIAL HEMIATROPHY, CAUSING DEFORMITY OF THE 
SEPTUM NASI. REPORT OF A CASE. 


BY JOHN A. THOMPSON, M.D., CINCINNATI, OHIO. 


Miss C., aged thirty, an unusually well developed, robust appear- 
ing woman. She had a severe fall as a child but no immediate in- 
jurious effects were noticed. Up till the age of fifteen years her 
facial development was regular. This is shown by her history and 
by photographs taken before that time. Shortly after her fifteenth 
birthday it was noticed that the development of her face was becoming 
slightly irregular. So far as I have been able to learn, there was no 
neuralgia, no pain or other symptom to call attention to the condition, 
except the defective development of the left side of the face. This 
change, which seems to affect only the superior maxilla and the left 
half of the inferior maxilla, has been constant and slowly progressive 
from that time until the present. The left upper jaw is notably 
smaller than its fellow of the opposite side. The left half of the 
lower jaw is lessened in all its diameters, from the condyle to the 
median line. The left central incisor was removed six years ago in 
order to give room for the remaining teeth in the shrinking jaw. The 
gap made by its removal has been completely filled by the crowding 
forward of the teeth. Owing to the pressure and to the absorption of 
the alveolus, the crowns of the teeth in the left half of the lower jaw 
are turned in toward the center of the mouth. The crowns of the teeth 
in the upper jaw are turned out toward the cheek. There is some 
deformity of the soft palate, as the result of the atrophy of the upper 
jaw. For the same reason the left eye is on a lower plane than its 
fellow an the right side. The septum nasi is badly distorted. Two 
operations have been necessary to restore the lumen of the right side. 
The first was made three years ago; the second operation, in Decem- 
ber, 1897. The ears are apparently normal. There is some ecze- 
matous inflammation of the left auricle. The skin over the cheek 
appears normal. The hair is not affected. Perspiration is as free 
on one side of the face as on the other. Tactile sensibility is the 
same in the skin of both cheeks. The tongue is not involved in the 
atrophic process which seems to affect only the left upper maxilla and 
the left half of the lower maxilla. 
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REMARKS ON PHARYNGEAL MYCOSIS.* 
BY JONATHAN WRIGHT, M.D., BROOKLYN, N, Y. 

For a long time mycosis of the throat was regarded as of rare oc- 
currence; of late years, however, he thought that it had been more 
generally observed. Whether this was because our attention 
had been directed to the condition by the report of many cases, or 
whether here in New York, the atmospheric or other unknown con- 
ditions have changed in such a way as to favor the growth of the 
fungus in the throat, he was unable to say. At any rate, few months 
pass during which he does not see, either in private or dispensary, 
one or more cases in which the mycelium had grown sufficiently in 
the crypts of the tonsils, especially the lingual tonsil, to be recog- 
nized by the naked eye. It is a fact which should never be lost sight 
of, that the spores of this fungus, and even the mycelium threads 
themselves were nearly always present in the buccal or pharyngeal 
cavity. 

When some unknown change occurs in the climate or the soil of 
the mouth and of the pharynx, it induces a growth of the germs to 
such dimensions that they are visible to the naked eye. The de- 
struction of all the lymphoid tissue removes the crypts and sinuses in 
which the fungus finds conditions most favorable for its growth, and 
were these the only places where it sprouts, the treatment would be 
comparatively simple, but as a matter of fact, where the unknown 
conditions are favorable, it also sprouts out of the mouths of the rac- 
emose glands of the mucous membrane. 

In the cavities of carious teeth it also findsa lurking place. These 
being the facts, the proper line of treatment was to burn or to cut 
away the lymphoid tissue wherever it may be in the pharynx, to have 
the teeth put in proper order, to have the patient wash any extra se- 
cretions away, there may be in his nose and throat, by douches, gar- 
gles, and if failure follow these procedures to effect a cure, the 
patient should be sent to a different locality, and, if possible, to a 
different climate. Change of climate or of locality, for even the 
latter without the former, is frequently efficacious, is really the most 
reliable plan of treatment. 

But, as a matter of fact, very many cases have absolutely no 
symptoms referable to the mycosis, and many have very slight 


*Delivered at the meeting of the Laryngological Section N. Y. Acad. of Medicine, 
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symptoms, while a still larger number are unable to change their 
climate or their locality. The large majority of cases, therefore, 
need not or cannot be sent away and, as arule, after a while either 
suddenly or gradually some change apparently takes place in their 
pharyngeal climate or soil, upon which the cases either suddenly or 
gradually get well. If, during this time, some application is being 
made to the end branches of the fungus, that particular drug 
acquires in the hands of the operator, an undeserved reputation. If 
the morphology is carefully studied and properly understood, it 
would be impossible for any one in their proper senses to believe 
that topical applications will eradicate this mouth weed. It would 
be quite as sensible for the farmer to sprinkle his garden weeds with 
paris green instead of digging them up; but here the analogy fails, 
for the laryngologist cannot, for obvious reasons, dig out all the roots 
of this pharyngeal plant. He can, however, to some extent keep 
them under control by constant pruning and by destroying the large 
clumps which grow in the larger holes of the mucous membrane. 

In the slides which he had prepared the members would notice 
under the microscope how the mycelium grows in the crypts of the 
lymphoid tissue of the case, shown by Dr. Berens. For obvious rea- 
sons they were not able to remove a strip of the mucous membrane 
itself and show in sections how it grows in the acini of the racemose 
glands; the members would have to simply take the speaker’s word 
for it that he had occasionally seen it there, and if they would ob- 
serve some cases closely they would see very slender, hair-like 
threads, only much finer than thread or hair, growing out of mouths 
of the glands of the mucous membrane. In one case he had seen 
this phenomenon so marked that the greater part of the posterior 
pharyngeal wall had upon it these waving, cilia-like mycelial threads, 
reminding one of the downy hairs of an infant’s skin. 

Under the low power objective, the mycelial threads may be seen 
lying in closely packed parallel rows in the crypts close against the 
squamous epithelium, which is thickened and whose outer layer of 
cells, those next to the fungus, are being desquamated and are pro- 
truding in places, between the mycelial straws. In no place does the 
fungus penetrate through the epithelium into the subjacent tissues. 
Under the high power objective (oil immersion 1/j2) the tiny spores 
of the mycelium may be seen, even with the ordinary, hematoxalin- 
eosin stain scattered upon the threads like seeds in the straw. They 
are so very small that myriads of them could float into the mouths of 
the racemose glands. They are, however, never seen in or among 
the epithelial cells lining the crypts until the latter becomes separated 
from those lining the crypts on the gland walls. 
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There was a great deal more to be said of mycelium which is called 
the leptothrix buccalis, but that belonged more properly to bacteri- 
ology and he did not care to weary them by repeating what they 
already knew or could ascertain from the bacteriological text-books. 

He added that apparently these spores, developing in a crypt into 
the full grown threads, dilated and separated its walls. This also he 
thought took place in the glands, especially at their mouths. 

It is impossible always to differentiate the involution forms of the 
different kinds of buccal mycelia. 

In the specimen of Dr. Berens, the leptothrix buccalis predomi- 
nated ; long, straight, stiff, uninterrupted straws, taking the gentian 
violet stain in their centers or pith, and the outside layer remaining 
unstained or taking the iodine feintly. 

There was also noticed what Miller calls the ‘‘bacillus maximus 
buccalis.’’ This is a jointed rod fungus, the joints of the contiguous 
rods being more or less uniform in length, but the separated bundles 
of rods vary in the length of their joints. They take the iodine stain 
used in the Gramm method strongly. Then we have the spores 
spoken of before, taking the gentian-violet stain deeply. Some of 
these spores apparently belonged to the bacillus maximus buccalis, 
taking the iodine stain. The spores of the leptothrix may be seen in 
the stalks themselves. Then there are long bacillus-like rods, straight 

or curved, which may be the evolutionary forms from the spores to 
~ the full grown leptothrix stalks. 

These two mycelial varieties and their evolutionary forms are in 
many places indiscriminately mingled together, the two varieties, at 
least in their full grown forms, sharply differentiated by the leptoth- 
rix, taking the aniline gentian-violet stain, and the bacillus maximus 
taking the iodine color. 


Dangers of Thyroidectomy in Exophthalmic Goitre. 


Dr. Poncet states that thyroidectomy in exophthalmic goitre has 
had an immediate mortality of from fifteen to thirty per cent, and 
should, therefore, be abandoned or confined to resection of the sympa- 
thetic nerve in cases in which the tumor is not very large. (Pro- 
ceedings of the Society of Paris, 1897.) Where danger of 
suffocation is imminent from pressure upon the trachea, relief may be 
given by long incisions over the hypertrophied gland. 

SCHEPPEGRELL. 
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A CASE OF SO-CALLED RECURRENT OR CHRONIC Bi aoe 
OF THE SOFT PALATE. 


BY GORDON KING, M.D. 


Senior Resident Surgeon, Eye, Ear, Nose and Throat Hospital, New Orleans, La. 

M. P., thirty-eight years of age, is aman of large frame and robust 
constitution; gives no history of hereditary tendency to gout or tuber- 
culosis, and no personal history or objective evidence of syphilitic in- 
fection or other constitutional disease, and is not addicted to the use 
of tobacco or to alcoholism. Six years ago, according to patient’s 
statement, he had asevere tonsilar inflammation, which subsided after 
several days by a discharge of pus. Does not remember upon which 
side the trouble was located at that time. 

After the subsidence of this attack he enjoyed a freedom from any 
throat trouble until the month of August, 1897, when he suffered 
another seizure of intense sore throat, similar in nature, he says, to 
the attack six years before. For ten days he endured the severest 
pains on swallowing, salivation, stiffness of the jaws, fever and other 
phenomenas, associated with abscess formation in the tonsillar region, 
and finally he consulted his family physician, who advised incision 
into the inflamed parts. Subsequently an incision was made into the 
soft palate above the tonsil, on the right side, where the seat of in- 
flammation was located, but no pus was evacuated. Three or four 
days later relief came, as the result of the spontaneous rupture of the 
abscess and discharge of a considerable quantity of pus. The acute 
symptoms rapidly subsided, but there remained a constant annoying 
sensation in the throat, which the patient described as being not ex- 
actly pain, but rather a feeling of discomfort, which led to frequent 
expectorations and attempts to clear the throat. Occasionally he ex- 
perienced a slight access of soreness, referred to the right side of the 
throat, accompanied by the discharge of a very small quantity of pus 
that he noticed in his expectoration. 

At the time of his entrance into the clinic, October 7, about two 
months after his acute attack, examination revealed some hyperemia 
of fauces and soft palate, especially on right side, with very slight en- 
largement of the tonsils, which appeared otherwise healthy. Near 
the middle of the anterior pillar, on right side, was seen the orifice of 
a small fistulous tract, and when probed this tract was found to extend 
to the depth of a half-inch upward and backward to the supratonsil- 
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lar space, and into the substance of the velum near the juncture of the 
two pillars. There was no cicatricial tissue induration, thickening or 
ulceration about the parts, or any adhesions of the tonsil to the faucial 
pillars. The opposite side appeared normal, and, apparently, had 


_ not participated in the recent acute inflammation of the right side. 


There was no fluctuation about the inflamed parts, and no pus 
escaped upon the introduction of the probe into the fistula. An ap- 
plication of chromic acid was made to the tract and the patient given 
an alkaline sedative gargle and told to report at the clinic within a 
few days. 

Eight days after having been cauterized a second time the patient 
returned, complaining of having suffered considerably with his throat. 
The fauces and palate on the affected side were quite inflamed, and 
upon'the introduction of a probe into the still existant fistula a quan- 
tity of whitish caseous pus exuded, coming, apparently, from the 
supratonsillar space, or substance of the soft palate itself. 

It was then decided to apply the galvano-cautery; so at a subse- 
quent visit, two days later, the parts were cocainized and the entire 
tract laid open by means of a cautery knife and biting forceps. In 
the course of a few days the parts had healed and the patient felt re- 
lieved of his sore throat and disagreeable sensation. 

The above described case, which I had occasion to observe in the 
laryngological clinic of Professor Moure, of Bordeaux, impressed me 
as being particularly worthy of note, from the fact that it is so typical 
an example of that class of cases so recently brought into notice by 
Cartaz, of Paris, communication made to the Society Francaise 
de Laryngologie, May, 1897, and consigned to a separate category 
among the affections of the soft palate. In a thorough research 
among the literature I have failed, as did Cartaz, to find any previous 
description of these cases, except a few cases reported by Ripault 
and Ruault, which, though described in the consideration of the sub- 
ject of chronic peritonsillar abscesses, differ only in a certain degree 
from the case under consideration. 

The nature of these cases must not be confounded with that of 
chronic tonsillar abscess, of which much has been written in recent 
years, and which, also, are often associated with fistulas, traversing 
one of the faucial pillars, and accompanied by very similar subjective 
sensations. It will be seen that in such cases the tonsil itself is the 
seat of the inflammatory process, and that there is either a collection 
of pus inclosed in one of its crypts, or that an existing fistulous tract 
leads to the seat of inflammation and gives exit to a discharge of pus, 
the velum palati being in no wise concerned in the pathological pro- 
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cess. In the cases described by Cartaz, in two of Ruault’s cases, and 
in the one which I have been fortunate enough to observe with Dr. 
Moure, the tonsils were not the seat of suppuration, which resulted 
rather from an independent process, localized within the substance of 
the soft palate, or in the small cellular area formed by the juncture of 
the two pillars above the tonsil, and known as the supra-tonsillar space. 
No clearer idea can be given of the affection than is conveyed by the 
following descriptive lines, taken from Cartaz’s original memoirs on 
the subject: ‘‘They are, in fact, chronic fistulous abscesses in the 
tissues of the soft palate at the level of the juncture of the two pillars. 
Fistula, rather than abscess, for the trouble provoked by that lesion is 
of little importance. It is a form of chronic abscess of the supra-ton- 
sillar fossa, with extension into the velum palati, whether or not there 
may exist a fistula of congenital origin, a kind of small diverticulum, 
containing more or less high toward the base of the uvula, or, on the 
contrary, a true fistula, remaining as the last trace of an acute sup- 
purative inflammation.’’ Thus, it may be observed that it is 
especially from a pathological point of view that these cases appeal 
to our interest, and as no occasion has yet been offered wherein a 
thorough investigation could be made into the true pathology of the 
affection, we must base our theories upon our knowledge of the 
anatomical disposition of the affected parts and upon the facts ob- 
tained by clinical observation. It has been demonstrated by the 
anatomical researches of Merkel, and of others, that not rarely there 
exists in the structure of the soft palate a kind of diverticulum, as it 
were, of the supra-tonsillar space, extending upward between the two 
converging faucial pillars toward the base of the uvula. 

It is also noted that the supra-tonsillar space, though presenting no 
anomaly as to its extent, may be partly or completely divided by a mem- 
branous partition into cellular spaces. Whether or not these anomalies 
are the remains of one of the pharyngeal fissures, as has been sug- 
gested, or what is their true origin, it is useless to theorize upon in this 
connection. Their existence, however, gives us some insight into the 
probable history and the behavior of the lesion under consideration. 
When we admit, as is also stated, that these diverticula, and often the 
supratonsillar fossa alone, contain not only cellular tissue but also 
lymphatic follicles in more or less quantity, being as it were an up- 
ward prolongation of the tonsillar tissue, it becomes clear that these 
parts may be subject to the same inflammations, both chronic and 
acute, to which the tonsil itself is subject. Propagation of an inflam- 
mation from the tonsillar or peritonsillar tissues may readily occur, 
or the disease process may originate in the glandular tissue included 
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in the deeper structure of the velum paliti. The usual history of the 
case is that of a chronic or a subacute intermittent inflammation in 
the soft palate, following an acute peri-tonsillar abscess, which, hav- 
ing ruptured, left a fistulous tract in the palate, through which a more 
or less constant discharge of pus or caseous matter takes place. The 
existence of these fistula are most constant, and is usually the means 
which affords a recognition of the disease. Even in those cases where 
no history of former suppurative inflammation of the parts can be 
learned these fistulx are present, and in these cases are, in all likelihood, 
of congenital origin. As in cases reported by Landgraft, Gard and 
others fistula of the soft palate are seen, not associated with any sup- 
puration, but it will be remarked that, in the majority of such cases, 
the lesion is bilateral and, according to the last mentioned author, can 
be recognized with little difficulty as being a congenital defect. 
They are nearly always found opening on the anterior surface of 
the soft palate, near the point of junction of the two faucial ‘pillars, 
and by a slit like orifice, which may only be observed by a close scout- 
ing of the region and the use of the probe, but which, when explored, 
will prove to be the exit of a tract leading to considerable depth 
toward the supratonsillar space, or upward in the direction of the 
base of the uvula. When this chronic abscess condition exists there 
issues from the fistula either a small quantity of stringy pus, or often 
a kind of characteristic whitish caseous matter, as is seen in chronic 
follicular tonsillitis. The discharge may be observed to continue 
more or less constant, but usually occurs at intervals of five or six 
days, associated with spells of slight inflammatory hyperemia of the 
surrounding mucous membrane and an uncomfortable pricking sen- 
sation in the throat, which leads the patient to repeated attempts to 
obtain relief by expectorating or swallowing. The tonsils may be 
somewhat hypertrophied, and adhesions may exist between the glands 
and the faucial pillars; more often, however, only a chronic follicular 
inflammation is present, or the tonsils have a healthy appearance. It 
is most probable that the cases of apparent idiopathic origin are due, 
in reality, to primary involvement of the tonsillar tissue, even though 
the tonsils may have a normal aspect at the time when our attention 
is directed to the inflammation in the soft palate. On the other hand, 
the same causative factors producing tonsillar inflammation may in- 
fluence at the same time, or by preference, this lymphoid tissue in the 
supratonsillar fossa or the soft palate, and also, when there is a pre- 
existing fistula infection, may be conveyed by particles of food or 
other septic agents, gaining entrance from the oral cavity. What- 
ever may be the form of the chronic abscess of the soft palate from 
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the point of view of their etiology, whether following in the wake of 
an acute phlegmonous peritonsillitis or associated with a pre-existing 
fistula and developing in the course of a chronic tonsillitis, or, inde- 
pendently, the symptoms are much the same, and of slight promi- 
nence, and may be overlooked or referred to other causes. ‘It may 
lead to more serious inflammation and therefore should be radically 
suppressed. The indication is to lay bare the fistulous tract and the 
seat of suppuration throughout its entire extent. This is best accom- 
plished by means of the galvano-cautery, using a small knife heated 
to red heat, after which, with the aid of an antiseptic gargle, the parts 
heal within the course of afew days, and no further attention is 
usually necessary. 


Submucous Injections of Guaiacol in Laryngeal Tuberculosis. 


A brief description of treatment in a series of seven cases of laryn- 
geal tuberculosis by submucous injections of guaiacol, with an illus- 
tration of a new modification of syringe, is recorded by Dr. James 
Donelan (7he Lancet, December 25, 1897). 

The author considers guaiacol superior to other forms of therapy 
applied, and reports very successful results in the cases which he has 
had under his care. 

The instrument used is made entirely of steel, and can be com- 
pletely sterilized; consists of a long steel tube with rectangular lar- 
yngeal curve, arranged to carry different sized nozzles, armed with 
short hypodermic needles. The special feature of the syringe is the 
application of a graduated solid steel plunge, instead of a piston rod 
and leather washers, thus preventing contamination of the pure 
guaiacol used. The needles used are short, and inserted into a noz- 
zle with a rounded shoulder, preventing the needle from penetrating 
too far. 

It is in the speedy relief of the dysphagia accompanying these 
cases that the results of the submucous injection of guaiacol has 
been most manifest, and it is claimed that in this respect guaiacol 
is far superior to lactic acid, which, especially when associated with 
the curette, usually aggravates this distressing symptom. 
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INTUBATION IN MEMBRANOUS CROUP. 
BY S. D. LEDBETTER, M.D., BIRMINGHAM, ALA. 

The Southern States have contributed but little to the literature of 
this subject, and for this reason I have decided to write this paper. 
Not to discuss the disease or the operation, but to give, as a con- 
tribution to statistics, a brief synopsis of my cases, with results. I 
have a record of forty-eight cases of intubation. I have seen a num- 
ber of other cases with a view to intubating. In some the symptoms 
pointed to other conditions than croup—such as acute laryngitis, 
pharyngeal diphtheria, with swollen tonsils, obstructed posterior 
nares, etc. 

Two or three cases of sudden apnea tracheotomy was done be- 
cause of the necessity for immediate relief. Twice I have been 
forced to do tracheotomy because of not having proper-sized tubes. 

So, for sundry reasons, intubations were not done, though called for 
that purpose. Of the forty-eight cases operated on, about twenty 
per cent had no pharyngeal deposits. 

Cultures and microscopic examinations were made in only a limited 
number of cases, because it has only been two or three years that 
Birmingham physicians have been prepared to do that kind of work, 
and because, in many of the cases, it was not convenient or possible to 
get cultures. In those cases examined, bacilli were absent in only 
one. 

Of the forty-eight intubations eighteen recovered, or thirty-seven 
and one-half per cent. 

Of the first twenty-five six recovered, or twenty-four percent. Of 
the remaining twenty-three twelve recovered, a fraction over fifty per 
cent. In eight of these latter cases antitoxine was used. Five of 
the eight cases recovered, or 62.5 per cent. 

Of the three antitoxine cases which died, one died suddenly from 
an obstructed tube about twelve hours after the operation and ad- 
ministration of the antitoxine. In a second case, though diagnosed 
membranous croup, the diagnosis was uncertain. In the third there 
was a condition of extreme prostration before the administration of 
the antitoxine or the insertion of the tube. 

So that five recoveries out of the eight is a very good showing, un- 
der the existing conditions. These operations were begun while yet 
the operation was to some extent in an experimental stage, without 
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previous training or special instruction, and under conditions as un- 
favorable in many instances as possible. 

The cases were scattered over a large area of territory—in adjoin- 
ing towns and country neighborhoods, and in most instances in the 
homes of the very poor, where few conveniences or comforts were to 
be had. 

So, all things considered, the results were quite satisfactory. 

All of my tracheotomy cases terminated fatally, but the number 
was too small to be of any value in statistics. 

My early experience was a little discouraging ; the first case was a 
success, after which I did nine other operations before getting an- 
other successful result. 

But latterly the tables have turned and the average is not bad. 


A Case of Subglottic Stenosis from Syphilitic Gumma. 


In weighing the relative merits of tracheotomy and intubation in 
these cases, Dr. Damieno offers the following deductions (Archiv. 
Ital. di Laryng., No.3, 1897): 

1. Except in rare instances, intubation should always be preferred 
to tracheotomy in all cases of acute stenoses, and especially in chil- 
dren of all ages. 

2. Intubation may be substituted for tracheotomy in acute and 
chronic stenoses of adults, especially when it does not refer to an in- 
curable affection. It is only necessary that the passage of the tube 
may be effected, and that it will remain in position with a reasonable 
amount of certainty. 

3. Intubation is the best method of permitting the removal of the 
canula in tracheotomized patients, after the passage has been enlarged 
by the ordinary catheters or the sounds of Schrotter. 

SCHEPPEGRELL. 


The Use of Bromide of Ethyl. 


Dr. Jauquet claims to have had better results from ethylic bromide 
when used in the following manner, the dose being ten grammes for 
operations of short duration: He uses a flask, attached to a lamp, 
and allows the patient to inhale the vapor for exactly twenty seconds. 
(Revue Hebd. de Laryng., d’ Otol. and Rhin., December 18, 1897.) 
In this manner he avoids the trismus, which is produced from the 
longer application in the ordinary method. SCHEPPEGRELL. 


SOME UNUSUAL CAUSES OF OTALGIA. 
BY JOHN C. LESTER, M.D., AND VINCENT GOMEZ, M.D., NEW YORK CITY. 


Pain in the ear is by no means of uncommon occurrence, and in 
most cases is due to causes which are readily discovered. The desire 
of the writers in this instance, however, is to briefly call attention to 
some of the rarer causes of pain which are of otic origin, but in which 
the pain is not located, by the sufferer, in the ear proper. Usually 
in this class of cases the chief symptom complained of is pain, al- 
though concomitant symptoms may be present, such as tinnitus, 
deafness, etc. 

Our first reference will be to the class of cases which come under 
the general term of neurasthenics. The history and treatment of 
one illustrative case is here given, and is typical of the condition 
under discussion. 

J. B.; occupation, bookkeeper; aged twenty-three; engaged in 
night work; presented the following subjective symptoms: 

Persistent otalgia of acute nature, deep seated and radiating along 
the floor of the canal to the angle of the jaw, of two weeks’ duration, 
and persistent tinnitus in both ears; deafness not pronounced, and 
slight vertigo. He was subject to frequent nocturnal emissions, and 
excessive nervousness and insomnia. His expression was strikingly 
melancholy. The tuning fork’s reaction was such as is found in 
neurasthenics. The Galton’s whistle showed slight reduction of the 
upper tone limit. The hearing distance for the watch, whisper and 
speech were practically normal. There was no discernible middle 
ear lesion. The teeth were unusually sound and healthy, and the 
otalgia was not affected by any manipulation in this region tending 
to imcrease the pain, such as injection of iced water along the gums 
by means of an ordinary dropper, or the tapping of the teeth with 
the handle of an applicator. 

Our first impression being confirmed by the objective examination, 
the following treatment was instituted: Small doses of sodium 
bromide combined with tincture avena sativa. The patient was 
also directed to take cold sponge baths, with his feet in hot water, 
upon arising. Just before retiring he was ordered to partake of a 
goblet of milk and a slice of toast to determine the blood to the di- 
gestive organs. 

The patient reported in four days greatly improved. Same treat- 
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ment was continued for three weeks, when the patient was discharged, 
completely relieved not only of the pain and tinnitus, but also of his 
other symptoms. 

So, again, in hysteria we frequently find otalgia as a prominent 
symptom. In this condition the pain is often intermittent, and-usually 
not symmetrical, invading first one ear and then the other. In fact, 
this peculiarity of the pain, together with the patient’s usually exag- 
gerated nervous condition, may be considered as _ particularly 
diagnostic. 

Another condition which may give rise to otalgia is the presence 
of an epithelial scale resting either upon the drum membrane or upon 
the walls of the canal. Although this seems incredible, the removal 
of this epithelial debris has in more than one case been followed by 
an immediate and complete relief of the otalgia. 

Again, the introduction into the ear of oleaginous substances, 
which decompose and unite with the normal contents of the canal, 
giving rise to automycosis, will often not only produce mere discom- 
fort, but marked and distressing pain. This condition, if not 
relieved, will readily give rise to an acute middle ear lesion. 

Certain drugs, such as salicylic acid and its derivative, the various 
salts of quinine, the iodides, etc., have been known to produce more 
or less marked otalgia. 

Malarial intoxication not infrequently produces pain in the ear by 
affecting the auricular branches of the fifth pair. 

Nasal stenosis, especially when located in the region of the middle 
turbinal, are prolific sources of neuralgic manifestations in the ear. 

The various neoplasms, whether located in the ear proper or in its 
immediate region, will many times cause otalgia. 

Anemia, the Luetic discrasia and typhoid fever are at times accom- 
panied with more or less marked pain in the ear. 

Tonsillitis, pharyngeal and laryngeal ulcerative process, whether 
tuberculous or otherwise, are occasionally sources of otalgia. 

The careful differentiation between true otalgia of reflex origin, or 
the non-inflammatory, and pain in the ear of inflammatory origin, is 
by no means an easy matter in all cases, but the experience of the . 
surgeon, together with the various means at hand for making a care- 
ful functional examination, cannot fail in most cases to result in a 
correct diagnosis, 
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FACIAL PARALYSIS OCCURRING IN THE COURSE OF 
MIDDLE-EAR DISEASE. 


BY J. JACKSON CLARKE, M.B., LONDON; F.R.C.S., ENGLAND. 
Assistant Surgeon at the Northwest London and City Orthopedic Hospitals, London. 
The striking alteration in the expression of persons who suffer 

from paralysis of a facial nerve, entailing as it does social disabil- 
ities to the patient and constituting, especially in the case of girls, 
a pronounced source of grief to the family, causes the affection to 
rank as a serious affliction, though it is neither a menace to life nor 
is it necessarily associated with pain. It is needless to describe in 
detail the various symptoms of the disease, but it may be of interest 
to point out some practical features of such cases of facial paralysis 
as are met with in the course of suppurative middle-ear disease, 
especially when the mastoid antrum is involved. 

From a clinical standpoint cases may be grouped in three cate- 
gories: 

I. Cases of facial paralysis arising in the course of acute middle- 
ear suppuration. This event is less commonly’ observed than in 
chronic disease, and when it does occur this is usually in severe sup- 
puration, associated with scarlet fever and accompanied by extensive 
necrosis. 

II. In chronic middle-ear disease, either from inflammatory effu- 
sion within the aqueduct of Fallopius or from ulcerative damage to 
the nerve. 

III. Cases of paralysis following the mastoid operation. These 
are due either to inflammation or to injury of the nerve in the course 
of operation. 

The chief practical aspects of such cases will best be illustrated 
by giving briefly the outlines of some typical cases: 

Case I.—A little boy, aged six years, who was sent to me on his 
discharge from a fever hospital, where he had been operated on for 
acute necrosis of the mastoid following scarlet fever. In this in- 
stance complete paralysis of the left facial nerve was observed some 
days before the operation was performed, and thus there could be no 
question of the condition having been caused by the surgeon. When 
he came into my hands the paralysis was complete and was associated 
with absolute deafness on the left side. There was no reaction in 
the muscles to either the faradic or the galvanic current. For six 


— 

- 

ad 


234 CLARKE: FACIAL PARALYSIS. 


months he was under my treatment, which consisted in the applica- 
tion of the faradic current and regular syringing through the 
meatus. There was, however, no trace of returning power in the 
muscles, and it was evident that the continuity of the nerve had been 
destroyed beyond repair. 
Case II.—A boy, aged three years, came to me with a typical sub- 
periosteal abscess which had formed three days before I saw him, in 
the course of chronic suppurative disease of the right middle ear. 
There was no facial paralysis at this time. I performed the mastoid 
operation and, after fully opening the antrum and clearing away 
granulations, I found evidence of necrosis of the ossicles so that it 


Fic. 1. 

The outer surface of the right temporal bone of a boy, aged sixteen. In front of a per- 
forated depression just behind the junction of the roof and posterior wall of the external 
meatus is the small suprameatal spine (the letter X is placed a little way above the spine). 
The double interrupted line shows the base of Macewen’s suprameatal triangle; the single 
interrupted line corresponds with the position of the lateral sinus. 
was necessary to join the antrum with the tympanum and thoroughly 
clear out the latter cavity. The isthmus between antrum and tym- 
panum was opened by means of a fine gouge, care being taken to 
keep well above the aqueduct. During and at the end of the opera- 
tion a careful watch was observed for any twitching of the face or 
other signs of interference with the nerve, but nothing was observed. 
In the course of the first day after operation partial paralysis of the 
right side of the face supervened and it became complete on the sec- 
ond day. At the end of a week slight improvement was observed 
and three weeks later the paralysis had completely passed away. 
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Comment.—In this case the paralysis was evidently not due to any 
injury of the nerve during operation, but to effusion within the 
Fallopian aqueduct. This I believe to have been determined by 
sal-alembroth gauze with which I packed the cavity at the conclusion 
of the operation. In subsequent operations I have avoided the use 
both of mercurial lotions for irrigation and of mercurial gauze for 
packing, substituting carbolic lotion (1/90) and iodoform gauze 
moistened with carbolic for these purposes. Carbolic acid causes 
much less irritation and inflammatory reaction than perchloride of 
mercury. 

Case III.—A young lady, aged thirteen years, sent to me for an 
opinion three months after the mastoid operation had been done by 


\ N. 


A temporal bone in which the antrum has been opened and thrown into the tympanum. 
The guide-line (N) marks the aqueduct of Fallopius. The posterior wall of the meatus has 
been cut away lower down than is done in operating. 


another surgeon. There was complete paralysis and marked wast- 
ing of all the facial muscles of the left side and the scar of the 
operation-wound which had completely closed. The paralysis was 
observed for the first time soon after the operation. The muscles 
gave no reaction to the faradic current but still responded a little 
to a strong galvanic current. The latter fact was the basis of the 
opinion I arrived at and expressed, viz., that the conductive function 
of the nerve was not completely abolished and that partial or complete 
recovery would probably ensue. Within a week after this visit a 
little power returned in the orbicularis oculi and within two months 
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the function of the nerve was so far re-established that the left eye- 
lids could be completely closed, and even in smiling the alteration in 
the countenance was but slight. Comment.—At first sight the com- 
plete facial paralysis present in this case, as long as three months 
after operation, suggested a grave and almost hopeless prognosis. 
Knowing, however, that when a nerve-trunk is damaged beyond re- 
pair, the muscles it supplies become as a rule completely degen- 
erated and cease to give any response to either electric current at 
the end of five weeks. In this case, at the end of thirteen weeks, 
there was still some reaction to the galvanic current, and hence I was 
able to give a hopeful prognosis. 

It is scarcely needful to enter at any length into the teachings of 
these and similar cases. Where mastoid disease is diagnosed, 
whether this be by pain, tenderness and swelling, or by the forma- 
tion of a mastoid abscess, or by the presence of an intractable dis- 
charge not otherwise accounted for, it should be actively treated. In 
most cases the antrum will require opening. Whether this is done 
by means of the gouge or by the dental bur it should only be done 
after careful study of the anatomy of the part and repeated practice 
on the cadaver. Two diagrams borrowed from the author’s work 
on ‘‘Surgical Pathology’’* will serve to show that the danger, as far 

, as the facial nerve is concerned, lies in working toolow. See figs. 
1 and 2. 
28 Queen Anne Street, W. 


*Longmans & Co., 1897. 


Diagnosis of Perforations of the Tympanum. 


After referring to the various methods in vogue, Dr. E. Bloch, of 
Fribourg, recommends the use of Seigel’s speculum (Zezts. ff. 
Ohren., Bd. XXX, Heft 2.) On producing a rarefaction of air in 
the external auditory canal, the pressure in the tympanic cavity and 
in the canal is the same, and the membrane remains immobile when 
a perforation exists. 

(The diagnostic value of this procedure is limited by the fact that 
in very small perforations the mobility differs very little from that of 
the unperforated membrane. Even in perforations of considerable 
size, a rapid pressure will produce a certain amount of movement in 
the tympanic membrane. ) SCHEPPEGRELL. 
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NEW INSTRUMENTS. 


A NEW ELECTRIC HEAD LAMP FOR USE WITH THE 
EDISON CURRENT. 


BY E. B. GLEASON, M.D., PHILADELPHIA. 


The forehead electric lamp, illustrated herewith, has been used dur- 
ing the past winter by the writer and Prof. A. H. Cleveland, in the 
brilliantly-lighted amphitheatre of the Medico-Chirurgical College, 
with entire satisfaction, for all operations upon the nose, throat and 
ear. Even during the brightest day it illuminated the deeper recesses 
of these cavities with a bright, white light amply sufficient for all 
operative purposes. 

The lamp was the outgrowth of a smaller and less satisfactory ap- 
paratus, and most of the work of construction was done by Mr. L. P. 
Clark, of Taylor & Clark, manufacturers of electrical supplies, Phil- 
adelphia. 

For ordinary office examinations of the nose, throat and ear, prob- 
ably no illumination at present available is superior to the light of 
an argand gas burner reflected into these organs by means of an or- 
dinary concave mirror worn upon the forehead or attached to a light 
condenser. This light does not flicker, but is steady and free from 
the shadows that mar the efficiency of light reflected from an incan- 
descent electric light; nor does it have the habit of suddenly going 
out at an inopportune moment, as the result of a broken mantle, as 
is the case with the Welsbach light. The surgeon soon becomes 
accustomed to its yellow hue, which, of course, changes somewhat 
the natural color of the parts as they would appear by daylight or 
any other perfectly white light, and becomes able to distinguish deli- 
cate differences in the color and shading of normal and pathological 
structures. The illumination thus obtained is amply sufficient for 
purposes of treatment, and all operations upon the nose or throat or 
ear; for, as a matter of fact, the light from an argand burner, or 
from a white cloud shining through an adjacent window, condensed 
by the concave mirror and entirely free from shadows, is superior to 
that of an incandescent electric light worn upon the forehead. For 
these reasons an argand gas burner or daylight, when available, will 
probably continue to be the favorite source of illumination for opera- 
tions upon the nose and ear. 
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Gas light cannot well be used where ether is employed as an anes- 
thetic, and light reflected from an incandescent electric light, held in 
the hands of an assistant, requires his entire attention to hold the 
light in the proper position and his presence interferes somewhat 
with the manipulations of the operator and the assistant who has 
charge of the instruments. In a large amphitheatre, brightly lighted 
by skylights and distant windows, the light from the ordinary sixteen- 
candle incandescent light is hardly sufficient, and a thirty-two-candle 
or even a fifty-two-candle light will answer a better purpose when 
operating upon the deeper portions of the nose or ear. Even with 
the larger electric light, however, the glowing filament is focussed 
upon the parts where it appears as bright lines, too bright in fact, 
surrounded by shadows that render this method of illumination un- 
satisfactory. 

The ordinary forehead electric lamps, for sale in instrument shops, 
are inadequate, because the lamp employed is usually of the ordinary 
miniature size and yields only two to four candle power, which is 
sufficient to illuminate only unsatisfactorily the deeper portions of the 
nose or the middle ear, when operating in a well-lighted amphithe- 
atre. The very short filament of such lamps is furthermore focussed 
by the lens of the apparatus upon the field of operation, with all the 
disadvantages of a line of bright illumination surrounded by deep 
shadow. 

The Nevius forehead lamp, which consists of a short sixteen-candle 
electric light, mounted in a parabolic reflector, yields approximately 
parallel rays, and hence does not focus the wire of the lamp upon 
the field of operation, so that the illumination is free from confusing 
shadows. It is more than bright enough for all operative purposes, 
and as modified by Bishop, by the introduction of a ball and socket 
joint between the head band and the lamp, answers an admirable 
purpose for laryngoscopy, and operations upon the anterior portions 
of the nose or the more external portions of the ear, or even the mid- 
dle ear when it is exposed during mastoid operations. When, how- 
ever, any attempt is made to see the deeper portions of the nose or 
the drum-head through a narrow auditory canal, by means of the 
Nevius lamp, the operator finds it absolutely impossible to do so; for 
the same reason that it is difficult or impossible to see the fundus of 
the eye without looking through the perforations in the center of an 
ophthalmoscope mirror. The parabolic reflector is necessarily so 
large in the Nevius lamp that the illumination, while more than 
amply sufficient, does not correspond nearly enough with the axis of 
vision to enable the observer, by means of this apparatus, at the same 
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time to illuminate and see the fundus of a deep, narrow cavity like 
the nose or the auditory canal. If two electric lights were employed 
instead of one, and the parabolic reflector were perforated in the 
manner of the ordinary forehead concave mirror, so that the observer 
could look through the perforation, it is probable that this difficulty 
would be overcome and that the Nevius lamp, so modified, would be 
more suitable for the purposes of the aurist and rhinologist. 

The writer has found the lamp shown in the figure to answer ad- 
mirably for operations upon the nose and ear, performed in a well- 
lighted amphitheatre. As the electric light employed is of the can- 
delebrum variety, with a long incandescent film, no part of which is 
accurately focussed upon the field of operation by the condensing 
lens of the lamp, there are no very deep shadows, but all parts of 
the field of operation are fairly evenly illuminated. If the filament 
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A, porcelain, candelebrum, electric light socket, to the top of which is fitted the brass 
coliar C, provided with a screw thread S S, on to which the cylinder / may be screwed. The 
brass collar C is insulated from contact with the brass electrical connections of the lamp 
socket A and also the binding screws, one of which is shown at S, by means of the fiber 
washer X. The brass collar C fits snugly around the porcelain of the lamp socket A and is 
bound firmly in position by means of the screws and nuts £ £, which also serve for the at- 
tachment of the bar D, terminating in a ball of suitable size to articulate with the ball and 
socket joint of a head-band. The nickel-plated cylinder F is provided with a draw tube H, 
which carries a lens G. Either divergent or convergent rays of light may be secured from 
the candelebrum electric light 2, by sliding in or out within the cylinder / the draw tube H. 
Both the lamp socket A and the candelebrum lamp B have not been modified in any man- 
ner, but are of the ordinary variety kept in the stock of electricians’ shops and, if broken, 
can be very readily replaced. The wires for conveying the current are attached in the usual 
manner by means of binding screws, one of which is shown at S. 


of the electric light burns out during an operation, the light can 


quickly be replaced by a new one. The apparatus can be attached 


to any head band to which the operator is accustomed, in place of 
his concave mirror; and head band, cords and lamp occupy but little 
The metal parts of 
The Edison socket and lamp are for sale 
The diameter of the lamp 


space and can readily be carried in the pocket. 
the lamp are easily made. 
in the shops of electricians everywhere. 
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socket is only three centimeters, which permits the apparatus to be 
adjusted sufficiently near the axis of vision to enable the observer to 
illuminate and see the visible deeper parts of the nose and ear with 
ease and certainty, and the light from the candelebrum light, about 
eight candles, is more than amply sufficient for all operations upon 
these structures. 

A ring of fire-clay or other material may be sterilized with the in- 
struments before any operation and slipped over the lamp so that it 
will not be necessary to touch the lamp itself should it be desired to 
alter the direction of the illumination during an operation. 

The apparatus is designed to be used with the electric current ordi- 
narily employed for purposes of electric lighting, 110 volts. Can- 
delebrum lamps only require about one-third of this voltage and some 
resistance must be employed in order to reduce the voltage. This 
resistance is conveniently furnished by an Edison controller, with a 
fifty-two-candle lamp in the circuit, but two candelebrum lamps 
placed in series with the apparatus will answer the same purpose. 
The apparatus can also be used with a storage battery, if a lamp of 
sufficiently low voltage (two volts for each cell of the battery) be 
obtained. Lamps of six volts, suitable for use with a three-cell bat- 
tery, are sometimes found in the stock of electrical stores, or readily 
can be made to order. The incandescent filament of such a lamp is, 
however, very short indeed, and hence will be focussed upon the 
field of operation. 

The distal part of the lamp becomes very hot toward the close of 
operations lasting an hour or more, and the operator should avoid 
touching that portion of the lamp. If, however, the current is turned 
off for a few moments, the apparatus rapidly cools. 
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EDITORIAL. 


THE NASAL ORIGIN OF LEPROSY. 


Whether leprosy has been spreading more extensively in recent 
years, or whether greater attention has been called to this subject by 
those interested in this branch of medicine, or whether the necessity 
for isolation of these cases is now better understood, it is difficult to 
state. Undoubtedly, however, this subject has attracted much 
greater attention in recent years. As an exponent of this fact, a 
convention was recently called for the purpose of devising ways and 
means to counteract the spread of this frightful malady, an inter- 
national congress having met at Berlin. 
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The bacillus leprae, which is supposed to have the same etiologic 
relation to leprosy as Koch’s bacillus has to tuberculosis, was ad- 
mitted to be the primary cause, and the fact substantiated that leprosy 
is a contagious disease. Heredity as an etiologic factor has no longer 
many adherents, and contagion is supposed to be the origin in those 
cases in which heredity was thought to be the cause. 

It has been repeatedly demonstrated that the descendants of leprous 
parents are perfectly healthy and remain so if separated from the 
members of their family who already have the disease. As leprosy 
has thus far been considered incurable, the most important method of 
counteracting its spread is by isolation. 

Dr. Sticker, who, as a member of the German committee, recently 
made the most comprehensive investigation of this subject in India, 
presented a view of this subject which will be of special interest to 
rhinologists. As a result of these investigations, he states that the 
part of the body from which leprous persons, during their entire 
sickness, send forth the greatest number of bacilli, and do so with 
the greatest regularity and in the greatest abundance, is the nose. 

It was also found that the part of the body which is most ready to 
receive these bacilli, and where the contagion in nearly all instances 
takes place, is again the nasal cavities. As tuberculosis usually de- 
velops in the apices of the lungs, so leprosy finds its origin in the 
nostrils. 

In view of these facts, it would be well to call attention to the 
peculiar lesions in the nostrils which are found in leprosy. Thus far 
there have been but few who have investigated this subject, partly 
because the field is limited and partly because attention has only re- 
cently been called to the importance of these symptoms. A careful 
investigation of 25 cases of leprosy has been made by Drs. Jeanselme 
and Laurens (Bulletin Med. July 25, 1897). Of these, 15 pre- 
sented lesions in the nose and throat, these statistics being limited to 
the tegumentary or mixed form of this disease, and not to the nervous 
form. These investigators have shown that the first manifestation of 
leprosy is often an ordinary chronic coryza, nasal obstruction, crust 
formation, epistaxis, etc., all of which are supposed to be due to the 
bacillus of Hansen penetrating by an errosive process into the Schnei- 
derian membrane. 

One of the most important signs of nasal leprosy is epistaxis. The 
nasal lesions in this affection change the configuration of the nose. 
If the cartilage of the septum yields, the nose may become shortened 
or may take the saddle-backed form. A rhinoscopic examination 
shows the Schneiderian membrane turgescent, eroded and tume- 
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fied in the neighborhood of the inferior portion of the septum. The 
least touch at this point may cause a hemorrhage. 

At a later stage a perforation develops in the regular contour of 
the inferior portion of the septum. When the perforation is recent, 
the free border is thickened, hard and bleeds easily. When it is old, 
the inner edge of the opening is thin, and tubercles are often found 
in the mucous membrane. 

The sense of smell is not noticeably affected, but anesthesia is 
noted under two different circumstances; it is either produced by the 
presence of the tubercles or may be entirely independent of any 
eruptive manifestation. Frequently the mucous membrane of the 
septum is insensible to touch over its whole surface. The bacillus of 
Hansen is found in the muco-pus of leprous rhinitis and in the blood 
when there is epistaxis. 

The nasal mucus of lepers is extremely virulent, and, as already 
stated, is now supposed to be the origin of most cases of this disease. 
The lesions of the velum palati, of the throat and of the larynx re- 
semble secondary or tertiary manifestations of syphilis. The evidence 
of anesthesia, however, establishes a diagnosis of leprosy. 

A thorough examination of the nasal chambers is thus shown to be 
more and more important. Rhinology, which in former years was 
treated with the most contemptuous disregard in medical publica- 
tions and but rarely referred to in the text-books, is thus finding its 
proper position as an important branch of medicine, and its study 
now ranks with that of the stomach, kidneys, liver, heart and other 
organs as it deserves. 

SCHEPPEGRELL. 


AN INNOVATION. 


Arrangements are now being completed for the addition of a com- 
plete Abstract Department and Bibliography in each issue of THE 
LARYNGOSCOPE, to give our readers a complete resume of all the 
current literature (American and Foreign) published, pertaining to 
Otology and Laryngology. 
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THE NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Stated Meeting, held on February 23, 1898, at 8:15 o’clock. 
Jonathan Wright, M.D., Chairman ; 
Thos. J. Harris, M.D., Secretary. 
Dr. J. W. Gleitsmann exhibited a patient 


Aneurism of the Aorta, Perforating the Chest Wall and left 
Recurrent Paralysis. 


The history of the case was a very short one. Dr. Gleitsmann 
had hunted for more notes on the case at the German Hospital, but 
he could find nothing to add. The case only required a few re- 
marks. 

Five years ago the patient first noticed some hoarseness and rheu- 
matic pains in his throat. There was also some dyspnea and pain 
on swallowing. For four months he was in the German Hospital, 
where improvement occurred. He then went to Mobile. In No- 
vember, 1896, he again entered the German Hospital and remained 
there until June, 1897. He then had malaria. The swelling of the 
chest wall was first noticed during his stay in the German Hospital, 
in 1894. The tumor was of a considerable size. As you will notice 
upon examination, the sternum is absorbed and the tumor seems to 
me to be a little increased in size of late. Over the tumor there is 
discoloration. You will notice, too, that the tumor shows more 
prominently on the one side. Pulsation is distinctly felt. 

Upon examining the throat a very interesting thing was noticed ; 
the inferior laryngeal nerve was compressed, giving rise to paralysis. 
He cautioned the members in examining the patient to use extreme 
care. The eye and the inspection of the throat would reveal all of 
interest in the case. 

Dr. Sherwell said he came to see the case of Dr. Gleitsmann’s, 
thinking he might learn something from it. 

His own last case was marked by extreme size, some absorption 
of the sternum had occurred, the aortic arch, the innominate artery, 
both subclavians, etc., largely dilated, yet the nerves seemed unaf- 
fected. What the doctor wanted especially to know was whether in 
cases of this magnitude the members had seen such without lesion 
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of the recurrent nerve, either on one or the other side, or of both 

sides. He asked this question because in his own case, this symp- 

tom was not present, which he thought extraordinary. 

Dr. Sherwell stated that during one eighteen months of his practice 
he had eight eases of aneurism of the aorta; in four of these a post- 
mortem confirmed the diagnosis; the rest, by the peculiarities of the 
lethal termination, extreme suddenness of death, etc., etc., appar- 
ently certainly confirmed the diagnosis. In all these there had been 
paralysis of the vocal cords in some degree. 

In the case which he at first had quoted he had never seen any- 
thing approaching its magnitude without affection of voice, or it 
took up the whole chest without any evidence of strain on the recur- 
rent laryngeal nerve. It had in this regard been quite unusual, and 
he asked the experience of the members with these cases. 

Dr. Gleitsmann said that in thirty years’ practice he had not seen 
such a pronounced case of aneurism of the aorta, where left recur- 
rent nerve was involved with the subsequent paralysis. Of course, 
there were cases of aneurism of the aorta where the left recurrent 
nerve was not involved and no laryngeal lesion could be noticed. 
The left nerve was more frequently involved than the right. 

Dr. Berens said he had a case of this kind while he was an interne 
in the Philadelphia Hospital, ten years ago. The patient was one 
with a short neck and there was no paralysis. The patient died of 
perforation and bled to death. There was no paralysis, although the 
tumor seemed to be higher than in Dr. Gleitsmann’s patient. 

Dr. Newcomb said he had seen three cases of aneurism of the 
arch which had suddenly died and diagnosis confirmed, In these 
cases there was no involvement of the laryngeal nerve. In one of 
them there was slight laryngeal tenesmus same as found in laryngeal 
hemorrhoids. There was a dilatation of the veins which was sup- 
posed to account for all the signs complained of; later it was shown 
that an aneurism of the aorta was present. 

Extensive Mycosis of the Oro-Pharynx, Including the Oral and 
Lingual Tonsil, Presentation of Patient and Exhibition of 
Microscopic Sections. 

Dr. T. P. Berens presented this case. 

J. B., eighteen, white, male, came to the Manhattan Eye, Ear and 
Throat Hospital, June, 1897. He complained of difficulty in swal- 
lowing solids, ‘‘because something had grown in his throat.’’ This 
condition was of one week’s duration. There was slight soreness in 
the throat. He had been a sufferer with dyspepsia for more than a 
year, other than this he had not been ill since he had had whooping 
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cough twelve years before. His family history is good; only one 
sister of his family of five having throat trouble, due to atrophic 
rhinitis of an advanced type. Examination of the patient reveals 
both oral tonsils to be rather undersized. On the surfaces of these 
tonsils were many excrescences varying in size from that of a millet 
seed to that of a large barley grain. These excrescences varied in: 
color from a creamy yellow to a dark green, almost black. On re- 
moving the darker ones it was noticed that the discoloration was om 
the portion more exposed. The portion coming from the crypt being 
almost white. The posterior pillars of the fauces were dotted with 
minute white and yellowish spots, while the posterior pharyngeal 
wall was almost entirely covered with white spots, in some places. 
coalescing and hiding the mucous membrane for areas for perhaps a 
quarter of an inch in diameter. This condition extended deeply into- 
the inferior pharynx below and above up into the pharyngeal vault. 
In this latter position several large masses were noted and the adenoid 
tissue was removed with adenoid forceps. The lingual tonsil was. 
double; it resembled in size and shape two almond kernels laid side 
by side. They were full of masses of the same general character as 
those in the oral tonsils. The masses here were so numerous that 
they interfered with the epiglottis. The saliva was acid in reaction. 

The diagnosis was clearly that of mycosis, but owing to the sug- 
gestion of membrane formation, due to the coalescing of the secre- 
tion in the pharynx, there was some question of diphtheria. This. 
was not proved to be the case by microscopical examination, but the 
mycelial threads pervaded every portion, 

Our Chairman, Dr. Wright, has kindly prepared sections from the 
lingual tonsil showing the ‘‘threads,’’ and also the spores. 

In closing, a word about treatment. The only drug in this case 
that proved of any value was bicarbonate of soda as a gargle in hot. 
water. Expression by forceps was used to clear the crypts. 


Remarks on Pharyngeal Mycosis. 


By Dr. Jonathan Wright. (See THe Laryncoscopr, April, 
1898.) 

Dr. J. E. Newcomb said that the first paper he had ever prepared 
on any topic on rhinology and laryngology was in regard to mycosis,. 
and naturally he has been greatly interested in the subject ever since. 
But in looking over the literature of the last few years, one had to 
admit that our increase in knowledge had been very slight. For 
himself, he had had the best results with treatment with the galvano- 
cautery and the use of alkaline mouth washes. He had had no 
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special results with anti-rheumatic treatment, nor had he been able 
to find in his own cases such a frequent evidence of rheumatic ten- 
dencies, as has been mentioned by others, It was noteworthy that 
the majority of cases occurred in women. Personally, he had never 
met with a case in a male. Of the dozen cases mentioned by Dr. 
Ingals (Transactions American Laryngological Association, 1894) 
about one-half were men and one-half were women. Of the 
cases which had come under Dr. Newcomb’s notice, one was cured 
simply by having her teeth put in order, and two others, by giving up 
the use of sweets and by proper regulation of the diet. 

Much had been said as to the possible effects of tobacco in curing 
these cases. The use of nicotine had been shown to be attended 
with alarming effects. In one of his cases cirgarettes had been used 
by the patient on her own responsibility. She was a young Sweed- 
ish woman of magnificent physique and free from any functional or 
organic trouble; was in short the picture of health, except for the 
annoyance in the pharynx. The usual plan of treatment gave very 
unsatisfactory relief, which, however, did ensue after the patient had 
smoked cigarettes for some days. Of course, this fact might have 
been purely accidental, as mycosis comes and goes without any fixed 
rule as to duration. 

As one reads the discrepant remarks as to therapeutic results, one 
is struck with the fact that while some recommend highly, the various 
mouth antiseptics and anti-parasitics, others find this class of reme- 
dies to be utterly useless. When we considered the physical condi- 
tions under which these mycotic growths appear in the mouth, it was 
hard to see how any surface application, no matter how carefully 
made could have the least effect in getting at the roots of the de- 
posits. This discrepancy naturally suggested the question as to 
whether in all these cases of mycotic deposits we were dealing with 
one lesion or more than one? 

A most suggestive monograph on this topic was issued in 1896 by 
Dr. A. Brown Kelly, of Glasgow. Dr. Kelly believes that there are 
two distinct diseases in one of which the presence of the leptothrix 
buccalis is merely accidental. It appears because the conditions of 
the affection furnish a favorable environment for it. These condi- 
tions are a cornification of the epithelium lining the crypts of the 
tonsil, while the epithelium on the surface remain unchanged. Hence 
it is proposed to call this condition a ‘‘keratosis lacunaris.’’ In this 
affection, the leptothrix is not the cause, but merely an accidental ac- 
companiment. 

Heryng has shown that there are two forms of excrescences. One 
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is superficial, hemispherical, adhering to the surface of the epithe- 
lium. It is made up of cornified epithelial layers, homogeneous in 
the middle, ragged at the borders, and surrounded by a nucleolar 
mass. The other consists of conical plugs which have actually pene- 
trated the epithelium of the mucosa and passed pretty deeply into 
the substance of the tonsil. They are yellow and homogeneous, be- 
ing made of coalesced epithelial scales and debris. The changes in 
the tonsils in this second variety are limited to a thickening of the 
epithelial layer of the mucosa and to an enlargement of the follicles. 

In these tuft-like excrescences, the leptothrix finds a medium favor- 
able for its development. But it may be absent entirely and yet the 
patient will present these same horny, tenacious deposits in and on 
the tonsil. According to the view just enunciated, the disease is 
therefore a cornification of the cryptic epithelium—a true keratosis, 
analogous to keratoses, occurring in the skin and other regions. 

There is a true mycosis in which the leptothrix is undoubtedly the 
exciting cause. This differs from keratosis in the following par- 
ticulars : 

1. Keratosis appears in the prime of life; mycosis may affect any 
age. 

2. The cause of keratosis is unknown; mycosis is generally 
caused by some local abnormality of buccal secretion, or of the di- 
gestive tract, possibly by some diathesis, as rheumatism. 

3. Inkeratosis the symptoms are slight or absent; in mycosis they 
are pronounced. 

4. In keratosis the surrounding mucosa is normal, while in my- 
cosis it is inflamed. 

5. In keratosis the excrescences are tough, firmly adherent and 
assume characteristic shapes; in mycosis they are soft and easily 
removed. 

6. Keratosis isconfined to some part of Waldeyer’s ring, while 
mycosis may appear at any point between the mouth and the stomach. 

7. Mycosis shows a resemblance to other mycoses, as thrush and 
sarcinica, while keratosis does not (if we leave the leptothrix out of 
account). 

8. Local applications will cure mycosis, while they have no effect 
on keratosis. 

Dr. Newcomb concluded his remarks by stating that he was not 
quite prepared to accept the full doctrine as laid down in Dr. Kelly’s 
most excellent monograph, but the latter’s views were most suggestive 
and deserved a most careful consideration. Doubtless a greater fa- 
miliarity with the life history of the leptothrix buccalis would throw 
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additional light on the question. Jacobson had obtained pure cul- 
tures by growing the organism on sterilized slices of cooked potato, 
while Decker and Seifert succeeded in transferring the disease to 
healthy throats by transplanting some of the deposit to the tonsillar 

crypts of the person experimented upon. 

Dr. Van der Poel said he had not seen a case of mycosis of the 
throat in five years, and he believed there were comparatively few 
cases of mycosis of the throat. During a dispensary practice ex- 
tending over many years time, the entire number of cases that he had 
seen numbered but six, All of these occurred in females; he had 
never seen a case occurring in a male. 

The persistency with which this fungus grows in the throat had 
been brought out by the speaker, and, to him, it seemed unnecessary 
to dwell further on it. 

In regard to the treatment, he could agree with the statements of 
the gentleman who just spoke, that little could be accomplished by 
lotions or mouth-washes or antiseptics, and that what is accomplished 
is done by means of the destruction of tissues by means of the galvano- 
cautery. In his hands, results had only been accomplished by the 
persistent use of the galvano-cautery. _ 

Dr. Lincoln said he wished to make a few remarks in regard to the 
treatment; this was prompted by the discouraging remarks already 
made on this subject. The past winter he had three cases under his 
care; all of them were extreme cases. One of them had existed 
nearly one year; how long the others had lasted, he did not know. 
Two were men and one was a woman. The only treatment he had 
administered in one was the galvano-cautery; in the others he made 
use of pyoctanin blue, which must be applied thoroughly and fre- 
quently, continuing its use daily, even six weeks or two months. 

In regard to the climate, these people were healthy in a general 
way, and one of the patients had heen nearly one year in the Adiron- 
dacks on account of his wife’s health, but this did not seem to have 
any special benefit. 

Dr. Miles said that to him these were interesting cases. He had 
met with three of them last winter, all occurring in females. Out of 
about one dozen typical cases there had been but two that had oc- . 
curred in the male. In his operations he used McKenzie’s forceps 
and followed this up with the electric cautery, and all his patients 
did well. The three cases referred to above were aged respectively 
eighteen, twenty-one and sixty, the latter being a woman who had 
perfect health apparently. ‘ 

Dr. Lincoln wished to add more to his remarks in regard to the 
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use of pyoctanin blue. The remedy must be applied thoroughly, 
and should be rubbed into the parts and should be made to pen- 
etrate down through the length of the canals. The superficial 
layers were of little consequence, but it should be made to pene- 
trate into the sulci of the canals. This was the secret of success.” 

Dr. Berens closed the discussion by stating that had the galvano- 
cautery been used the patient would have had but little mucous mem- 
brane left in the pharyngeal wall. 


Dr. Robert C. Myles presented for examination an interesting case of 
Primary Tuberculosis of the Respiratory Tract. 


The patient, Mr. A. B. H., aged thirty-seven, applied to the 
doctor on January 15, 1898. The previous history of the case was 
as follows: In October, 1896, a general surgeon removed the right 
lower rib and it was found to be tubercular. The patient has been 
in fairly good health since this was done. He has had periodical 
attacks of sore throat since last winter; about three months ago he 
began to have definite trouble about the pharyngeal wall. Upon ex- 
amination an ulcer was found on the posterior pharyngeal wall, 
commencing on a level with uvula and extending downward to 
a point opposite the posterior commissure of the larynx. The ulcer 
was about one and three-fourths inches in length and about three- 
fourths of an inch in width. The doctor scraped the ulcer on 
February 1, using a curette and excisor forceps, and Dr. Vissman 
reported that microscopical examination showed that they contained 
the tubercle bacilli. After which he scraped and excised the margins 
of the upper third of the ulcer and applied pure lactic acid. Dr. 
Katzenbach has carefully examined his lungs and he found no evi- 
dence of disease. The speaker intended to continue the excision of 
the tubercular tissue and the application of the lactic acid, and if 
nutrition is sufficient he hoped to be able to heal this extensive 
tubercular ulcer. The patient was presented for inspection for the 
purpose of gaining an opinion as to the best methods of procedure. 

Dr. Myles also presented the case of Dr. M.: S. K., a retired 
physician, aged seventy-three, who applied to him on January 7, 
1898, and stated that about four months ago he began to be troubled 
with hoarseness and slight soreness in swallowing, with constant dis- 
position and desire to clear the throat. Several members of his 
family—children and grandchildren—had died within the last several 
years with tubercular troubles, some of which were apparently from 
contagion. Physical examination showed an erosion or ulcerated 
condition, with infiltration on the right ventricular band, and a small 
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infiltration on the left, with characteristic edematous tubercular look- 
ing arytenoids. Dr. Vissman examined his sputa carefully and re- 
ported that he could find no bacilli. The speaker had been treating 
him two or three times a week since January 7, with full strength 
applications of lactic acid. The ulcerated region is undergoing a 
gradual process of healing. The arytenoids are not half the original 
size, and the general symptoms of hoarseness and difficulty in swal- 
lowing have been markedly relieved. He gives no history of syphilis, 
and the evidence does not enable us to make a positive diagnosis. 
His physical condition does not show any deterioration. There are 
some of the characteristic features of syphilis, malignancy and tuber- 
culosis. There are no rales in the apex. 

Dr. Van der Poel asked Dr. Myles if tubercle bacilli had been 
found in the case of the young man who has the ulcer of the pharynx. 
Also, was there any temperature? 

Dr. Myles answered that bacilli had been found. 


The Curette and Forceps in the Operation of Adenoids. 

Dr. W. F. Chappell read a paper on this subject. He believes 
that one of the causes of incomplete removal of adenoid tissue or 
other damage in the naso-pharynx is that the instrument, be it forceps 
or curette, is too large in size. In an examination of 2,000 children 
the author found that the greatest number of these growth occurred 
in children under six years of age. In his judgment the curette is 
the instrument to be employed in the removal of these growths. We 
should use instruments based on the actual measurements of the naso- 
pharynx at various ages. He protests against the great amount of 
force employed by some operators when the curette is applied. The 
reader showed new curettes suggested by himself, of two sizes. One 
for infants up to the fourth year, and the other for four years to four- 
teen years, based on actual measurements. The cutting edge of the 
blade may be straight or coarse serrated, and not very sharp. With 
the serrated blade the pieces of growths are caught. 

The points of favorclaimed for the curette are: First, It shortens 
the time required for the operation. Anzsthesia may be frequently 
omitted. It minimizes the danger of injury to the Eustachian tube, 


septum or soft palate, and of any unnecessary sacrifice of mucous 
membrane. 


A Case of Fatal Hemorrhage following Adenectomy in a 
Hzmophilic Child. 

Dr. C. H. Knight reported for Dr. J. A. Kenefic the case of a 

boy, four years of age, who was brought to the Manhattan Eye and 

Ear Hospital, on January 2oth, inst., suffering from the usual ac- 
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companiments of retro-nasal obstruction. Upon examination a large 
mass of lymphoid tissue was found occluding the naso-pharynx and 
its removal was advised. On January 25th the child was etherized 
and the mass quickly removed with Brandagee forceps, Gottstein 
curette and the fingernail, in the order named. Hemorrhage, no 
more than ordinarily occurs after this operation, ceased promptly. 
Two hours after the operation the nurse reported a hemorrhage from 
mouth and nose, which was finally controlled by packing the naso- 
pharynx with cotton and the anterior nares with iodoform gauze. 
Two hours later the packing suddenly became blood soaked and 
profuse hemorrhage was in progress. 

The naso-pharynx was repacked with tampons soaked in tanno- 
gallic acid solution ; the anterior nares were repacked as before. The 
patient was now in a condition of profound anemia. Whisky and 
strychnine and normal salt solution were given subcutaneously, but 
enemata of this solution were repeatedly rejected. Supportive meas- 
ures were continued throughout the 26th, and on the 27th, at 1 p. 
m., a large clot of blood was vomited, a portion of which was evi- 
dently a cast of the small intestine. At 3 p.m, all packings were 
removed and the nasal chambers and the naso-pharynx were washed 
out. No hemorrhage followed. At 9:30 p. m. oozing was reported 
which was checked by fresh packings. At 6 p. m., January 27th, 
fresh oozing was again observed, which soaked through all subse- 
quent packings until 11:30, when the child died. No post-mortem 
examination was allowed. 

Dr. Newcomb opened the discussion. He said that he was un- 
fortunate in losing a case, the history of which was recorded in the 
American Journal of the Medical Sciences, 1893. He had had 
three cases of hemorrhages. In one of the cases hemorrhage fol- 
lowed the removal of adenoids, in a young woman, eighteen or nine- 
teen years of age. He was sent for, but when he had arrived at the 
house of the patient the hemorrhage had ceased and but little blood 
had been lost. The last of these cases occurred quite recently. The 
patient was a girl of thirteen years, from whom the faucial tonsils 
had been removed without bleeding. Later, some adenoids were re- 
moved under cocaine anesthesia. Forty-eight hours afterwards the 
mother came to the hospital and said there had been severe hemor- 
rhage and the child was practically exsanguinated. After the opera- 
tion the child was sent home, but the mother insisted upon her going 
to night school, contrary to advice, and while there her hemorrhage 
came on. He offered to go down and do what he could for the 
child, but his offer was refused. He presumed that the child recov- 
ered; if the child had died he probably would have heard of it. 
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The case which was reported in the American Journal of Med- 
ical Sciences occurred in a boy, aged four, who gave no history of 
hemophilia. In this case the hemorrhage came on four hours after 
operation. The mother had been advised to send for the nearest 
‘ one of the clinical assistants in case anything went wrong. The 
speaker happened to be the nearest one in this instance, but he was 
not sent for until the next morning, when he found the child exsan- 
guinated, and the little patient died in about five minutes after his 
arrival. 

At that time he found recorded some sixteen cases, one or two of 
which had proven fatal. Dr. Hooper had reported a fatal case oc- 
curring from a digital examination. There had also been reported 
fatal cases occurring in the work of Dr. Delavan, and others. Of 
eleven cases, four of them occurred during the first decade, five dur- 
ing the second. The youngest was four years of age; the oldest, 
twenty-eight. In three cases chloroform was administered ; in three, 
cocaine. The instruments used included the forceps, fingers, and 
curettes. The time of occurrence was from immediately up to 
twenty hours. In a paper by Dr. Delavan there is recorded a fatal 
case in a child of four years, and three fatal cases occurring in the 
practices of others. 

The speaker then referred to a case of a boy, two and a half years 
old, who, under ether, had had adenoids removed with finger and 
forceps. Hemorrhage occurred eight hours afterwards and death in 
twenty-four hours. 

The speaker also referred to the practice followed at the Manhat- 
tan Eye and Ear Hospital, as one giving excellent results; there they 
demanded that patients to be operated upon should spend the pre- 
vious night in the institution, so that they can be carefully watched 
and prepared for operation. 

Dr. Delavan said that the case, to which reference had been made, 
had already been fully reported. It occurred in a child, two and a 
half years of age, and was secondary, the hemorrhage having come 
twenty-four hours after operating. The question asked before the 
operation, as to the possible existence of hemophilia, had been an- 
swered in the negative by both parents. Upon careful questioning, 
however, without much difficulty there was established a marked 
tendency, on the mother’s side, to the bleeding diathesis. The case 
in all respects was typically one of hemorrhagic diathesis, and typi- 
cally answered the accepted description of the disease. This case 
and one other, in which it had been necessary to tampon the naso- 
pharyngeal space after the removal of a small mass of adenoid tissue 
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which had been left at an operation done several years before in a 
young girl of thirteen, were the only instances of severe or serious 
bleeding occurring after the removal of adenoids he had known after 
many years of active work. Patients usually bleed but little. 

The chairman, Dr, Wright, mentioned the cases of two young 
women, seventeen or eighteen years of age, in whom post-nasal plugs 
were tried where the hemorrhage was very profuse. He introduced 
pledgets of cotton, and at the end of thirty-six hours the question of 
their removal came up; he feared that bleeding might be set up, so 
he kept putting vaseline into the nose, which ran back into the 
pharynx as it melted, apparently loosened the plugs, and at the end 
of an hour or two, gagging resulted and the plugs came away of 
themselves. 

Dr. French said that fortunately he had never had a case of secon- 
dary hemorrhage, after the removal of lymphoid growths, to contend 
with; but, as they often learned more from their misfortunes than 
from their fortunes, he felt sure that the report made by Dr. Knight 
would impress a healthy lesson upon them all. 

Because of the danger of hemorrhage in these cases, the patients 
should be kept under close observation for at least twelve hours after 
the operation. They should be turned upon their side from time to 
time, so that if hemorrhage occurs it will be detected by the escape 
of blood from the lips or nostrils. 

He was favorably impressed with the views of Dr. Newcomb in 
regard to bringing poor patients into the hospitals, or infirmaries so 
that they could be properly watched. In this way, he said, they 
might occasionally save a life. 

The speaker said that as the chairman was willing that the discus- 
sion should expand beyond the limits of the subjects presented in the 
papers of the evening, he would venture to bring before the section 
two questions for discussion. The first was in regard to the pro- 
priety of continuing the use of the term ‘‘adenoid’’ to designate these 
growths, when they are clearly of a lymphoid character. 

Adenoid elements enter into the structure of the growths to some 
extent, but as lymph tissue constitutes the largest part of the mass, 
lymphoid would seem to be a better term to use in speaking of these 
masses of tissue. Adenoid and lymphoid are terms often used syn- 
onymously by rhinologists, and, indeed, by histologists, especially 
the older writers, who believed that lymph tissue was glandular in 
character. These growths are almost entirely made up of lymph tis- 
sue, and should, therefore, be described as lymphoid, and not ad- 
enoid, as is now the almost universal custom. 
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The other point which he brought up for discussion was the degree 

of completeness with which these growths should be removed. It is, 
he thought, the common belief that it is not necessary to remove the 
entire mass, but that after enough had been removed to permit free 
nasal respiration, the remnant could, with safety, be leftto atrophy. In 
those cases in which a thick base is left, he believes that not only do 
they not atrophy, but that frequently fresh attacks of acute inflam- 
mation of the tissue ultimately result in an increase in the size of 
the growth. The only cases in which he had been obliged to oper- 
ate the second time had been those in which the entire mass of tissue 
had not been removed at the first operation. If a considerable 
amount of tissue is left, not only is there more likelihood of a repro- 
duction from frequent attacks of acute inflammation, but the tissue 
left would maintain a catarrhal condition which might ultimately 
extend to other structures. It seemed to the speaker that if there 
was no other danger than that of extension of catarrhal inflamma- 
tion to the Eustachian canals and middle ears from these growths 
that this would in itself be a sufficient reason for their complete re- 
moval. 
_ He did not think that it was altogether fair to leave any of this 
tissue which, no doubt, is frequently the cause of deafness in early 
adult life. A rhinologist said to the speaker, after witnessing a com- 
plete extirpation which takes him from twenty-five to thirty-five min- 
utes under ether, that such an operation was for the rich; that it takes 
too much time. Surely that is not an objection which should be con- 
sidered valid, for if we have not the time to operate thoroughly on 
all the patients who apply for relief, we should seek the assistance of 
those who have the time as well as skill. 

When a patient seeks our advice and treatment for relief of deaf- 
ness, one of the first things we do is to look for lymphoid tissue in 
the pharyngeal vault, and if it exists advise its removal. If we con- 
sider this tissue, of so much importance as a causative element in 
deafness, why should we not, when we have the opportunity, when 
the patient is under ether, remove the growth completely? We should 
never be content with less than a complete extirpation of these 
growths. Short of that we cannot do full justice to our patients or 
reflect the highest credit upon ourselves. ; 

Dr. Van der Poel said that his experience with severe hemorrhage 
following adenoid operations embraced two cases. One of them oc- 
curred in the person of a girl, aged eight, who presented herself for 
treatment, at the Manhattan Eye and Ear Hospital, some six or eight 
years since. A diagnosis of adenoids was made and an appointment 
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for subsequent operation agreed upon, As the patient was about to 
leave the clinic, a small portion of the growth was removed with for- 
ceps, in order to demonstrate its character to some students. The 
patient was then dismissed to return for operation. The following 
morning, at four o’clock, the speaker was summoned to Brooklyn to 
attend the case, which proved to be one of alarming hemorrhage. 
The child was almost exsanguinated, with a small, thready pulse. 
The nasal chambers and naso-pharynx were plugged, but the oozing 
continued for two or three days. What so frequently occurs in these 
cases took place in this instance, z.e., the more the packing was 
changed and other styptics or methods employed, the more the pa- 
tient bled. It was finally decided to leave the child alone and not 
disturb the packing. The case subsequently recovered. It was as- 
certained afterward to be an instance of undoubted hemophilia; 
there was a history of bleeding in the family, and the patient had 
had, one year before, an alarming hemorrhage, following the extrac- 
tion of a tooth. 

The second case occurred in private practice. In this case he was 
so fortunate as to have the aid and advise of Dr. Knight in consulta- 
tion. The patient, a lad of fourteen, was operated upon in my 
office, without anesthesia, because the amount of adenoid tissue was 
small and the boy was far from robust. The bleeding was somewhat 
profuse at first, but soon stopped. After three hours, the patient re- 
turned home; at the end of another hour, he was sent for and found 
an alarming bleeding; at that time, he used to plug with cotton from 
behind and employed a urethral sound, introducing it into the mouth 
in order to force the plug well up into the naso-pharynx. After sev- 
eral hours, Dr. Knight saw the case, the hemorrhage continuing in 
the mean time; plugs removed and others with styptics introduced, 
and the bleeding slowly stopped. The following morning there was 
a recurrence, and this kept up, off and on, for two days; on the 
second day, he employed a single long strip of iodoform gauze to 
plug the naso-pharynx; this was introduced through the mouth with 
the urethral sound, and could be packed more closely and firmly than 
cotton, and when moistened with cocaine to contract the tissues, 
could be more readily removed. This case recovered from the 
hemorrhage. 

The lesson to be learned from these two cases is most obvious, 
z.e., never attempt an exploratory procedure in adenoids, no 
matter how trivial, until one is thoroughly prepared to operate, and 
has made a physical examination; for in this second case the boy 
had recently had inflammatory rheumatism, and only four weeks be- 
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fore he had an attack in which there was heart involyement. There 
was a mitral regurgitant murmur, the result of rheumatic endocard- 
itis. 


LARYNGOLOGICAL SOCIETY OF LONDON. 


Annual General Meeting, January 12, 1898. 
Henry T. Butlin, Esq., F.R.C.S., President, in the chair. 
St. Clair Thomson, M.D., and Herbert Tilley, M.D., Secretaries. 
Edited by Dr. St. Clair Thomson. 


Two Pressure Pouches of the (Esophagus. 


Shown by Mr. Butlin, President. Removed from living subjects. 
The references are to be found in the ‘‘Medico-Chirurgical Transac- 
tions,’’ vol. lxxvi, p. 269, 1893, and in the ‘‘British Medical Jour- 
nal,’’ 1898, vol. i, p. 8. The attention of the members of the Society 
is particularly directed to the return of particles of undigested food 
many hours or even days after they have been swallowed, as the one 
constant symptom in the diagnosis. 


Nasal Hydrorrhca—Analysis of Liquid. 


Mr. Cresswell Baber read notes of this case, and brought forward 
the analysis of the liquid. Patient, a married lady et. 42. The 
right side of the nose only affected. Five years before, after eight 
months’ excessive watery discharge following influenza, she had had 
a polypus removed ; the secretion then stopped, but returned again 
at Christmas, 1896, after another attack of influenza. A polypus was 
removed in May, 1897, and the galvanic cautery applied, but as the 
secretion still continued, the case was referred to me. When I first 
saw her, on June 16th last, there was no obstruction, very little 
sneezing, no pain, only profuse non-feetid watery discharge from the 
right side, which continued day and night. No headaches of conse- 
quence. Examination showed that the right nasal cavity was much 
narrowed by deflection of the septum, and the mucous membrane was 
sodden and catarrhal in appearance. No polypus, but a little irreg- 
ularity on the middle turbinated body. Transillumination showed 
both infra-orbital regions light, and nothing came out of the right | 
antrum on hanging down the head. The fundus was normal in both 
eyes. No loss of sensation could be detected in the right nasal 
cavity. Spirit and cocaine spray was tried, but without any effect; 
the dripping of watery liquid continued constant, and on one occasion 
(July 17th) I collected 7o min. in five minutes. On this date I be- 
gan the constant current, applying eight cells externally to the nose. 
This stopped the secretion for a few minutes. Patient was ordered 
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to use it for five minutes twice a day. In a week’s time (July.24th) 
she reported that the running was rather less in the mornings, but 
when I saw her it still continued. A small piece of projecting mu- 
cous membrane was snared from the middle turbinated body, but 
only proved to be hyperplasia of normal tissue. Ordered, in addi- 
tion to the constant current, a 20 per cent solution of menthol in 
paroleine for a nasal spray twice a day. I did not see the patient 
again till September 15th, when she reported that about a month 
previously the running began to diminish, and had got so much less 
that she only used two handkerchiefs daily instead of twelve. 
Character of the secretion as before. Treatment continued. October 
5th—No watery discharge at all for the last four days. Examination 
shows that there is much less swelling of the mucous membrane in 
the nasal cavity. To use spray and galvanism once a day only for 
three weeks. November 3d—No discharge at all from the right side 
since the last visit. Omit all treatment. Letter received from 
patient dated January 3, 1898, reports that there has been no return 
of the nose trouble. About an ounce of the liquid was sent to the 
Clinical Research Association, and they report that its chemical 
composition is as follows: 


Per 100 c.c. 
Containing—Mucin 
Undetermined constituents .......... 0.075 
0.160 
Containing—Sodium 0.770 
Calcium phosphate, &c.................0.110 
0.880 


Microscopical examination showed the presence merely of a few 
squamous epithelium cells and a few leucocytes. They note that the 
greater proportion of the solid matter consists of sodium chloride, 
and that the proportion of this closely approximates to the ‘‘normal 
saline’’ fluid. 

From the absence of head symptoms, and especially from the ben- 
eficial effect of the continuous current, I think we are justified in 
concluding that the liquid in this case is simply an excessive secretion 
from the nasal mucous membrane, and not an escape of cerebro- 
spinal fluid. It seems probable that many of the cases reported may 
be explained in a similar manner. 

Dr. St. Clair Thomson said that the analysis which had been made 
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for Mr. Baber was unfortunately, so far as the question of cerebro- 
spinal fluid was concerned, most incomplete. Since he had shown 
his case to the Society, he had assisted at repeated analyses of cere- 
bro-spinal fluid, and also of other fluids from the nose which were 
supposed to come from the subarachnoid space. In hopes that other 
members might come across similar cases, he would just recapitulate 
the chief points which were characteristic of cerebro-spinal fluid. It 
was perfectly colorless and limpid, feebly alkaline, varying in specific 
gravity from 1005 to 1010, contained no albumen, but traces of a 
proteid which was found to be globulin; it reduced Fehling’s solu- 
tion, but it did not contain sugar, for it failed to give the fermenta- 
tion test with yeast. This reducing body was pyrocatechin, which 
had a pungent taste, and formed particular crystals. The analysis 
of the present case gave no information on these points. 

Dr. De Havilland Hall asked Mr. Baber if he thought that the 
menthol spray had any real effect on the issue; his experience was 
that it rather increased the discharge from the nasal mucous mem- 
brane. 

Mr. Baber thought it was the constant current rather than the men- 
thol spray that had the beneficial effect in this case. 

Radical Operation for Frontal Sinus Disease. 

Mr. Ernest Waggett showed a patient on whom he had performed 
Luc’s operation five weeks previously for right frontal sinus suppu- 
ration of many years’ standing. The skin incision followed the line 
of the eyebrow, and the trephine hole was made immediately above 
the superciliary ridge. The sinus was completely cleared of all the 
mucous membrane, which was throughout polypoid and bathed with 
pus. Attention was drawn to the advantages of carefully suturing 
the periosteum over the trephine hole, and of removal of the anterior 
end of the middle turbinate. From the first the cavity was irrigated 
by passing a fine flexible tube up through the drain-tube. The latter 
was removed on the thirteenth day. No pus had been seen since the 
operation, symptoms were absent, no depression of the bone could 
be detected, and the skin scar was unnoticeable. 

Dr. Herbert Tilley thought that the case was a good illustration of 
the value of the incision through the line of the eyebrow, for the re- 
sulting scar was scarcely noticeable. He mentioned this because one 
authority on frontal sinus disease had maintained that a median ver- 
tical incision should be made in every case, whether the symptoms 
were uni- or bi-lateral. Mr. Waggett’s case was at least the second 
or third which had been before the Society, and'in which the value 
of the supra-orbital incision was very evident. 
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New Instrument—Turbinotomy Cautery. 


Mr. Ernest Waggett showed a galvano-cautery point, practically 
of the same shape as Jones’ turbinotome, a hot platinum wire taking 
the place of the cutting edge. He has used it to remove hypertro- 
phies of the mucous membrane of the turbinates, particularly mori- 
form bodies. All hemorrhage is avoided, and the shrinkage caused 
by cocaine rather facilitates matters than otherwise. The copper 
wires should be thick, so as to avoid over-heating by the current. 


Trigeminal Neuralgia Relieved by Turbinectomy. 


Shown by Walter G. Spencer. The patient was a carpenter, ext. 
46, who had had good health, and had not suffered in any similar 
way before. In April, 1897, he was in bed for two days with influ- 
enza. Some few days afterwards, at 9 a.m., he was suddenly seized 
with severe pains in his face. The pains first occurred in the lower 
lip and skin over the left side of the jaw, then on the cheek over the 
infra-orbital foramen, over the supra-orbital nerve at the back of the 
eye, and at the back of the nose. He became dazed, and cannot 
remember his journey home from work; he is said to have staggered 
up the street like a drunken man. His memory is also a blank for 
the next fortnight. He suffered from neuralgia involving all the 
branches of the fifth nerve, attended by most severe paroxysms of 
pain, for which his doctor had to give opium and morphine in increas- 
ing doses. My colleague, Dr, Allchin, was after three weeks called 
to a consultation, and he concurred in the treatment by opium and 
morphine in large doses. 

The patient got somewhat better, but on account of the pain could 
not sleep well at night, nor concentrate his attention on any work. 
He was much depressed, and opium or morphine was required when 
the pain became severe. This was his condition in September, after 
he had been ill five months, and Dr. Allchin then consulted me with 
a view to some surgical measure. I could not insert a speculum into 
the left nostril, on account of hyperesthesia, until he had been given 
an injection of morphine. The interior of the left nostril showed no 
definite disease. On touching the interior with the end of a blunt 
probe, nothing occurred until I touched the anterior part of the left 
middle turbinal, when a severe paroxysm of pain and itching was set 
up of the kind from which the patient had been suffering. After the 
nostril had been treated with cocaine 20 per cent the middle turbinal 
could be touched without exciting the above symptoms. 

No other lesion was found, in particular there were no signs of an- 
tral disease. Some teeth had been removed without affording any 
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relief. I and Dr. Allchin agreed that, assuming the neuralgia to have 
originated from an attack of influenza, it was not unlikely shat the 
neuralgia would in course of time pass off. Therefore we considered 
that there were then scarcely sufficient indications for surgical treat- 
ment of the three roots of the fifth nerve, or of the Gasserian gan- 
glion. I proposed to try removal of the middle turbinal for much 
the same reason as a specially tender tooth is extracted in the hope 
that it may afford relief to trigeminal neuralgia. I therefore excised 
the middle turbinal, taking away also the anterior end of the inferior 
turbinal to obtain room. I found nothing abnormal in the tissue re- 
moved, and it was not in contact with the septum. From the time 
of the removal the patient has never had any pain, and has not re- 
quired any narcotic. He has slept well, recovered his spirits, and 
has been at his work for three months. He still has, however, at 
times, itching in the distribution of the terminal ends of the fifth 
nerve on the face, also at the back of the eye and nose. This annoys 
him and tempts him to scratch, but does not prevent his work, It is 
worse in the day, and is quite relieved by lying down, whereas the 
old pain was worse when lying down. The interior of the left nos- 
tril is now hyperzsthetic, so that the patient is easily made to sneeze, 
but no pain or itching is excited by touching the interior. I have told 
the patient that this itching will pass off in time, but I shall be glad 
to learn of any means of hastening its disappearance. 

Mr. Cresswell Baber mentioned the use of common salt as a pea 
in cases of facial neuralgia, and also suggested the use of the galvanic 
cautery where very sensitive spots on the nasal mucous membrane 
were detected. 

Dr. Spicer said that the patient’s nasal passages were still defi- 
cient, and were producing an ‘‘exhaustion rhinitis ;’’ he advised the . 
use of dilators to alleviate the chronic rhinitis, and removal of a small 
spur which was present. 

Dr. St. Clair Thomson said that the present case confirmed what 
he had ventured to insist upon elsewhere,* viz., that every case of 
trigeminal neuralgia should be submitted to a thorough exploration 
of the nose and accessory cavities before operative procedures were 
undertaken. He happened to know of cases where extensive, dan- 
gerous, and in some instances unsatisfactory operations on the Gas- 
serian ganglion had been carried out, and where the idea of examin- 
ing the nose had never been even entertained. Amongst other in- 
stances of trigeminal neuralgia relieved by intra-nasal medication, he 
instanced one where a medical man had placed himself under the 
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care of a distinguished neurologist who had referred the case to Dr. 
Thomsen, although the patient himself was perfectly convinced that 
he was suffering from ‘‘brow ague,’’ having passed some years in 
the tropics, where he contracted malaria. He scouted the idea of 
the ‘‘brow-ague’’ being due to an empyema, and was only convinced 
when an exploratory puncture expelled a quantity of foul-smelling 
pus, and drainage at once cured his neuralgia. As to labelling the 
present a case of ‘‘cure,’’ he thought we should be a little careful of 
using that term when the objective symptoms in the nose had been 
so slight. We all knew the beneficial effects of operation fer se, and 
these were especially marked in the case of idiopathic trigeminal 
neuralgia. In Sir William Gowers’ well-known text-book on ner- 
vous diseases there was the record of a case which an American 
author had traced for some dozen or so years. During this period 
the one individual’s case had been published by something like fifteen 
different physicians, and each one claimed to have cured him. 
Sub-pharyngeal Cartilage of the Tonsil. 

Mr. Wyatt Wingrave exhibited microscopic sections of tonsils 
showing small islands of hyaline cartilage representing the swb-phar- 
yngeal cartilage, a rudiment of the third visceral arch. 

The cartilage was enclosed in the connective tissue of the bed of 
the tonsil, but according to MacAlister, it is generally situated be- 
neath the mucous membrane below the tonsil, and often attached to 
it. He had found three examples in about 200 cases examined. 


Larynx of Patient shown at Meeting held November 10, 1897. 

Dr. Herbert Tilley stated that shortly after the November meeting 
the patient died, after suffering for three or four days from fever, 
intense headache, and delirium. Only the larynx and the brain were 
available for examination. The base of the latter was thickly cov- 
ered with lymph and other evidences of meningitis. 

The larynx exhibited extensive superficial ulceration of the right 
vocal cord and process, but the left side was healthy. A small track 
led through the mucous membrane of the right arytenoid cartilage, 
the latter being felt bare at the end of the sinus. 

When seen during life the right cord was rigidly fixed during 
phonation; there was an enlarged gland in the right submaxillary 
region, and what appeared to be a grayish mass was seen situated in 
the position of and hiding the right vocal cord. The almost unani- 
mous opinion then was that it was a case of malignant disease, but 
the exhibitor thought that the recent history indicated tubercular lar- 
yngitis, and at his suggestion the growth was referred to the Morbid 
Growths Committee for more detailed examination. 
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Case of Malignant Disease of Larynx. 


Shown by Dr. Furniss Potter. A man ext, 64, who came under 
observation complaining of hoarseness for nine weeks previously, but 
who in other respects was in good health. On examining the larynx 
the left side was seen to be occupied by an extensive infiltration, in- 
volving the arytenoid region, the ventricular band, and the aryepi- 
glottic fold; the left vocal cord was invisible, and the crico-arytenoid 
joint appeared to be fixed and immoveable. 

There was no history of syphilis, and no complaint of pain except 
a little occasionally shooting into the left ear ; there was no dysphagia, 
but slight stridor occasionally. The patient had been put on potas- 
sium iodide in doses increasing to 20 grains three times a day, but as 
yet with no appreciable result. 


Papillomata of Larynx. 


Dr. Bronner (Bradford) showed a large number of papillomata 
removed from the larynx of a man ext. 48, on December 13th. On 
several previous occasions growths had been removed, the last time 
in March. Various local and internal remedies had been used. 

On December 13th, patient had a violent attack of dyspnea whilst 
in a railway carriage, and was unconscious for some time (?). 

Dr. Bronner wished to have the advice of the Society as to whether 
laryngotomy or tracheotomy should be performed, or if the growths 
should be periodically removed fer os. 

Mr. Butlin and Sir Felix Semon concurred in the view that thyro- 
chondrotomy would afford no guarantee against recurrence of the 
growth, and might induce other undesirable complications. 

Mr. Spencer suggested that a crico-tracheotomy might be useful in 
enabling the operator to more efficiently remove the growths. 


Complete Recurrent Paralysis. 

Mr. Symonds exhibited a man of 61, showing the left cord lying 
in the cadaveric position. The patient had a stricture of the esoph- 
agus 12% inches from the teeth, and gave a history of nine months’ 
dysphagia, with loss of voice for four months. When first seen, two 
months ago, the condition was identical with that now existing. The 
case was brought forward to illustrate paralysis of the lateralis muscle 
following upon that of the posticus, which was presumed to have 
preceded the present stage. The patient also exhibited well the in- 
ability to speak a sentence of more than a few words, and gave a 
good view of his larynx. 

Sir Felix Semon said that he could not agree to this being a case 
of adductor paralysis, and expressed a hope that his friend Mr. 
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Symonds would see his way to change the title of his communication. 
Adductor paralysis clearly meant that a vocal cord could not be 
properly adduced on intended phonation, whilst on deep inspiration 
it freely went outwards. In the present case, however, the vocal cord 
stood motionless between the phonatory and ordinary cadaveric posi- 
tion, and there was no question of adductor paralysis. He made ita 
point to protest against the title because otherwise it would be almost 
certain to be made capital of. Of greater importance, however, than 
this indvidual case was another question he wished to submit to the 
Society. Was it not time to altogether abolish the expressions 
‘‘adductor’’ and ‘‘abductor’’ paralysis? No doubt they were con- 
venient enough, but somehow or other there seemed to be a sort of 
fatality about misprints with regard to these two expressions, which 
but too often absolutely spoilt the author’s meaning. He instanced 
several recent experiences of his own to that effect. In Germany, 
following an analogous proposition of Professor Moritz Schmidt, the 
two expressions had almost completely vanished. If the words 
‘‘slottis openers’’ and ‘‘glottis closers’? were considered to be too 
clumsy, why not simply speak of ‘‘posticus,’’ ‘‘lateralis,’’ ‘‘exter- 
nus,” 

In his reply to remarks by Sir Felix Semon, Mr. Symonds recast 
the, original title of the case from that of adductor paralysis. 


Removal of Half the Larynx. 


Shown by Mr. Symonds. Mr. S— was brought before the Society 
in February, 1897, with fixation of the right cord, and a diagnosis of 
early carcinoma. The general opinion at that time was in favor of 
tubercle. A gland made its appearance in the end of April, and was 
removed March 17. It had grown with great rapidity, and was 
already softening. The right half of the larynx was removed April 20. 
The man was brought forward again, not to show the result of the 
operation, but because it was thought members would be interested to 
recall the early appearances. At present the man does full work, and 
has a moderate voice. 

Subglottic Carcinoma. 


Shown by Mr. Symonds. A man of fifty-five had been hoarse six 
months. He came under treatment at Guy’s Hospital, in December, 
with grave stenosis of the larynx. Both cords were fixed, and were 
visible ; the chink was in the centre, and was elliptical in shape; the 
left cord appeared then slightly pushed up. ‘The arytenoids were 
fixed. Tracheotomy was necessary on January 1. The diagnosis 
lay between malignant disease and syphilitic perichondritis. There 


pak 


SOCIETY PROCEEDINGS. 265 


was no breach of surface, but there was an abundant foul expectora- 
tion. The man was then in low health. Mr. Symonds regarded the 
case as one of subglottic carcinoma, and asked for an expression of 
opinion. 

Note.—At the meeting Mr. Symonds reported that since his last 
examination of the patient, three days ago, when the above report 
was written, a marked change had taken place. The left side had 
become more prominent, and a whitish edge was visible along the left 
cord—appearances pointing to malignant disease. 

January 17.—Mr. Symonds sends a note to say the whole interior 
of the larynx has become swollen, that a papillated whitish mass can 
be seen in the position of the left cord, leaving no doubt of the malig- 
nant nature of the case. The general health has greatly improved. 


Formative Osteitis (Leontiasis Ossium). 


Shown by Dr. Watson Williams (Bristol). A specimen of the 
septum nasi and a portion of the frontal bone and left malar bone 
from a male et, forty-six. There was no history of syphilis, and no 
known cause for the disease. 

Post-mortem examination.—The patient presented large, smooth, 
bony thickenings on either side of his nose, and a smaller boss on the 
left side of the forehead. 

On removing the cranium pus was found situated between the dura 
mater and the bone over the frontal lobe. This pus seemed to have 
originally started from the frontal sinus on the left side, which was 
full of pus. The frontal sinus on the right side was found to be 
obliterated by soft cancellous bone. The pituitary body was normal 
in size. 

Examination of the nose showed that the sphenoidal sinus and 
ethmoidal cells were entirely obliterated by cancellous bony growths. 
The cavity of the nose on the left side was almost entirely filled up by 
growth from the septum. Apparently also the antra of Highmore 
were completely filled up with cancellous bone formation. The bones 
in the face were found to be growing from the malar and upper part 
of the superior maxillary bones. There was nothing noteworthy about 
the other organs, and no deformity of bones elsewhere. 


Case of Clonic Spasm of Pharynx. 


Shown by Dr. Lambert Lack. The patient, a girl xt. nineteen, 
came under observation at the Throat Hospital about two months ago, 
complaining of ‘‘phlegm in the throat.’’ On examining the pharynx, 
one at once notices a twitching movement of the posterior pharyngeal 
wall, which seems to be sharply drawn to the left and then relaxed, 


266 SOCIETY PROCEEDINGS. 


The movement curiously resembles nystagmus. The palate some- 
times seems to move slightly in association. The larynx is healthy, 
and there is no twitching of the laryngeal muscles. The patient has 
some chronic rhinitis, but otherwise is in robust health, and is not of 
a specially nervous disposition. This pharyngeal spasm has been con- 
stantly present every time the patient has been seen in the last two 
months, but its duration beyond that is doubtful, as it apparently 
gives rise to no symptoms. 

The case seems identical with that of a man shown by Dr. Bond 
during the last session of this Society, and is brought forward in the 
hope that other members of the Society will state their experience of 
this apparently rare affection, or give some information as to its 
etiology or pathological associations. 


ST. LOUIS LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 


Stated Meeting held Wednesday, January 12, 1898. 
J. C. Mulhall, M.D., Chairman. 
F. M. Rumbold, M.D., Secretary. 


Eustachian Tubes Visible Anteriorly. Case presented for exami- 
nation by Dr. W. H. Loeb. 


By reason of extensive destruction of the external nose, cartilages, 
bones and soft tissues, the eustachian tubes could be plainly seen by ante- 
rior illumination. Twenty years ago a small growth was removed from 
the nose; there was no recurrence until four years ago, for relief of 
which a plastic operation was performed. Two years later the growth 
reappeared and the result of the last operations, accompanied by the 
mild atrophy of the mucous membrane, makes it possible to get the 
view of the eustachian tubes, The pharyngeal aspect in both in- 
stances is entirely visible ; likewise the salpingo-palatal and salpingo- 
pharyngeal folds, and the nasal aspect of the soft palate. The case 
was presented to exhibit these structures and their action under 
various conditions, such as swallowing, coughing, speaking, etc. 


Laryngeal Vertigo. Paper by Dr. J. C. Mulhall; paper published 
in full in THz LAryNnGoscope, volume iv, p. 167. 
DISCUSSION. 

Dr. L. Bremer (by invitation): It is a rather difficult task to speak 
on a subject of which one has no personal knowledge. I am in this 
position as regards laryngeal vertigo; but if I were asked what my 
diagnosis is of a case, the symptoms of which Dr. Mulhall’s patient 
presents, I would say that it looks like minor or masked epilepsy. 
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The three coughs, each one being of different pitch, the widening of 
the eyelids, the rolling upwards and setting of the eyes, the short 
spell of unconsciousness and rigidity of the thoracic and abdominal 
muscles; this symptom group seems to best fit in with the disease 
mentioned. At all events, it would not be amiss to call it epileptoid, 
or, more properly perhaps, it comes under the head of Jacksonian 
epilepsy. Semon, I believe, has been the first to point out the anal- 
ogy that exists between the two kinds of seizures. Perhaps a closer 
observation than has thus far been possible will render this supposi- 
tion a certainty. Whether the cough mentioned by the person 
watching the attack is really such, or one or another form of the ex- 
piratory sounds which are so frequently observed initiating epileptic 
attacks, is questionable. Judging from the difference of pitch, I am 
inclined to interpret it as belonging to the latter group of sounds. 
The probability of a laryngeal vertigo (or more properly called ‘‘ictus 
laryngis’’ by some authors) beinga variety of Jacksonian epilepsy, 
is supported and strengthened by the experiments of Semon and 
Horsley, who, while irritating the cortical larynx center, succeeded 
in producing general convulsions such as are observed as resulting 
from excessive stimulation of other cortical motor areas. It is true 
that in fifty cases recorded so far in literature, not a single one has 
occurred in an epileptic, and that, on the other hand, laryngeal ver- 
tigo is not, generally speaking, mentioned by the authors of neuro- 
logic text-books as being of the nature of petit mal. But the study 
of the disease may be said to only have begun, and the near future 
will probably bring accounts of personal observations of attacks of 
the disease under discussion. If it is really of epileptic nature, it is 
strange that not one among the fifty cases has shown the develop- 
ment of typical convulsive seizures. In the present state of our 
knowledge, these alone are looked upon as positive proofs of genuine 
epilepsy. The mental confusion, mentioned by some authors, fol- 
lowing the attacks, point also to epilepsy. 

Dr. Frank R. Fry (by invitation): The essayist has very well 
drawn the lines of differentiation between laryngeal vertigo and epi- 
lepsy on the one side, and laryngeal crises of tabes on the other, to 
my mind as well as it is possible to do so. However, some of the 
cases present more cerebral symptoms than others, and I think this 
might become a basis of separating the cases into two classes or types ; 
one in which the cerebral symptoms are marked, the other in which 
the laryngeal symptoms are the prominent feature. Some observers, 
more impressed with the cerebral features, are led to class the condi- 
tion with the epilepsies; others remarking more the laryngeal symp- 


268 SOCIETY PROCEEDINGS. 


toms regard it merely a ‘‘reflex neurosis.’’ Dr. Bremer has called 
attention to a fact that we must keep foremost in our minds in con- 
sidering the etiology, namely, that a neuropathic predisposition is at 
the bottom of all these cases. This being granted, we may readily 
understand how various influences may act as immediate or exciting 
causes, Dr. Mulhall very properly, I think, regards lithemia as the 
cause in his case. His history shows plainly enough that the indi- 
vidual was of a neurotic temperament. 

Dr. Fayette C. Ewing: I should like to call attention to two 
things, viz: The rapid increase in the number of cases of laryngeal 
vertigo reported, and the scarcity of literature upon the subject. 
There were only nineteen cases of the affection on record up to and 
including 1894. In my examination of a number of standard text- 
books of laryngology, I have either found no mention of the disease 
at all, or a most cursory description. The one exception was that of 
Lennox Browne, who, himself, points to its general omission from 
the books. 


Exostosis of External Auditory Canal. Dr. M. A. Goldstein. 


The interesting features presented in the reported case were the 
unusually large size of the growth, the difficulties encountered in the 
diagnosis and the methods employed for its removal. 

The history of the case presented no feature of value as to the eti- 
ology. The patient complained some three years ago of an acute 
earache of two or three weeks duration; pain and impaired motor 
function of the domain of the facial nerve of the affected side were 
the principal symptoms at that time. After convalescence from the 
acute otitis, the patient was annoyed by a frequent itching in the 
aural canal, which he relieved by scratching the area with matches 
and toothpicks. This pruritic attack subsided in a few weeks and no 
further attention was given to the ear until shortly before his presen- 
tation at my office for the relief of deafness, which he thought was 
almost complete on the affected side. 

On examination I found the left auricle assuming a position at right 
angles to the side of the head; the auditory meatus very large ; filling 
up the entire lumen of the canal and appearing within one-half inch 
of the meatus was a rounded mass, pale red in color, moderately 
painful on pressure, and offering considerable resistance to the touch 
of the probe. With a thin probe I was able to circumscribe the con- 
vex surface of the tumor, tracing its point of fixation to the posterior 
wall of the auditory canal.’ 

I supposed this to be a large fibrous polyp until, when proceeding 
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with the operation, I had snapped several strong loops of piano wire 
carried in the snare with which removal of same was attempted. 
Closer examination of the tumor and incising of its outer covering 
proved it to be of bony consistency, 

The working area for the introduction of instruments behind the 
tumor was limited. I tried several small bone drills with the surgical 
engine, but could not penetrate this mass of ivory hardness. I finally 
succeeded in placing a long, slightly concave, oval curette over the 
convex surface of the tumor, and with a gentle, firm leverage the 
mass was suddenly loosened and carried with a curette out of the 
canal. 

A few weeks’ treatment sufficed to restore the canal to an almost 
normal condition ; the membrana tympani was intact and uninjured ; 
the two small pedicles, by which the tumor was attached, were dis- 
cernible on the posterior wall of the canal about the junction of the 
inner with the middle third. 

The exostosis measured one and a half centimeters in long diameter 
and one centimeter in the short diameter. After comparison with 
similar cases, previously reported, where the size of the tumor and 
the character of the attachment had been indicated. I find that this is 
the largest exostosis thus far observed in the auditory canal, where a 
distinct pedicle has been found and the bony mass removed in its 
entirety. 
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SYR. HYPOPHOS. FELLOWS 


Contains the Essential Elements of the Animal Organization—Potash and Lime; 


The Oxidising Agents—Iron and Manganese; 
The Tonics—Quinine and Strychnine; 


And the Vitalizing Constituent—Phosphorus; the whole combined in the form of a 
Syrup with a Slightly Alkaline Reaction. 
It Differs in its Effects from all Analogous Preparations ; and it possesses the im- 


portant properties of being pleasant to the taste, easily borne by the stomach, 
and harmless under prolonged use. 


It has Gained a Wide Reputation, particularly in the treatment of Pulmonary 
Tuberculosis, Chronic Bronchitis, and other affections of the respiratory organs. 
It has also been employed with much success in various nervous and debilitating 
diseases. 

Its Curative Power is largely attributable to its stimulant, tonic, and nutritive 
properties, by means of which the energy of the system is recruited. 

Its Action is Prompt; it stimulates the appetite and the digestion, it promotes 
assimilation, and it enters directly into the circulation with the food products. 

The prescribed dose produces a feeling of buoyancy, and removes depression and 
melancholy ; hence the preparation is of great value in the treatment of mental 
and nervous affections. From the fact, also, that it exerts a double tonic in- 


fluence, and induces a healthy fiow of the secretions, its use is indicated in a 
wide range of diseases. 


NOTICE—CAUTION. 


The success of Fellows’ Syrup of Hypophosphites has tempted certain persons to 
offer imitations of it for sale. Mr. Fellows, who has examined samples of several of 
these, finds that no two of them are identical, and that all of them differ from 
the original in composition, in freedom from acid reaction, in susceptibility to the 
effects of oxygen when exposed to light or heat, in the property of retaining 
the strychnine in solution, and in the medicinal effects. 

As these cheap and inefficient substitutes are frequently dispensed instead of 
the genuine preparation, physicians are earnestly requested, when prescribing the 
Syrup, to write ‘“‘Syr. Hypophos. Fellows.’’ 

As a further precaution, it is advisable that the Syrup should be ordered in the 
original bottles ; the distinguishing marks which the bottles (and the wrappers sur- 
rounding them) bear, can then be examined, and the genuineness—or othervvise— 
of the contents thereby proved. ; 


Medical Letters may be addressed to: 
Mr. FELLOWS, 48 Vesey Street, New York. 
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THE LARYNGOSCOPE: 


BECAUSE—It is the only regular Monthly Journal published in América ex- 
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